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GROUP  HEALTH  ASSOCIATION  OF  AMERICA 

The  Group  Health  Association  of  America  represents  a  merger  of  two 
groups — the  American  Labor  Health  Association  and  the  Group  Health 
Federation  of  America.  The  new  organization  encompasses  the  principal 
consumer  sponsored  health  plans  of  the  United  States  and  supports  four 
basic  principles:  comprehensive  medical  care,  group  medical  practice, 
prepayment,  and  consumer  sponsorship.  Its  major  goals  are  to  improve 
methods  for  the  distribution  and  provision  of  medical  services;  to  assure, 
by  the  exchange  of  information  and  research,  high  professional  stand- 
ards; to  facilitate  the  development  of  comprehensive  medical  care, 
through  education  and  consultation,  and  through  legislative  activity 
where  indicated;  and  to  engage  in  educational  activities,  both  with 
public  and  professional  groups,  designed  to  accomplish  these  goak. 


NATIONAL  REHABILITATION  ASSOCIATION 

The  National  Rehabilitation  Association  was  organized  in  1925  with 
the  two-fold  purpose  of  promoting  the  rehabilitation  of  handicapped 
persons  and  the  professional  advancement  of  rehabilitation  workers.  The 
17,000  members  of  the  Association  are  about  equally  divided  between 
professional  workers  in  rehabilitation  and  those  interested  in  rehabilitation 
for  other  reasons.  Professional  members  of  the  association  include 
physicians,  counselors,  social  workers,  psychologists,  therapists  and  ad- 
ministrators. This  membership  works  locally  through  42  chapters  in  37 
states.  NRA's  interest  is  in  all  handicapped  people  and  in  all  areas  of 
the  rehabilitation  process. 
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FOREWORD 


The  National  Institute  on  Rehabilitation  and  Labor  Health  Services 
brought  together  over  200  leaders  broadly  representative  of  organized 
labor,  of  consumer  sponsored  health  programs,  and  of  the  rehabilitation 
movement  to  consider  how  modern  rehabilitation  can  be  brought  closer 
to  labor  health  programs  and  help  solve  the  problems  of  the  unproduc- 
tive disabled  worker. 

As  they  met  in  planning  groups,  as  members  of  technical  committees, 
at  local  pilot  meetings,  and  at  the  Atlantic  City  conference — 

.  .  .  They  explored  many  of  the  practical  problems  which  have  kept 
labor  union  members  and  their  families  from  making  the  most 
effective  use  of  existing  rehabilitation  services. 

.  .  .  They  discussed  the  opportunities  for  working  together  to  start 
a  movement  that  will  not  end  until  all  of  the  people  who  need 
rehabilitation  services  are  receiving  those  services — the  kind,  the 
quahty,  and  the  quantity  required. 

.  .  .  They  formulated  practical  guidelines  for  positive  action  to  im- 
plement their  common  objectives  for  the  rehabilitation  of  handi- 
capped persons. 

Even  before  this  report  went  to  press,  plans  were  in  the  making  to 
assure  that  the  results  of  the  efforts  of  the  National  Institute  on  Rehabili- 
tation and  Labor  Health  Services  will  be  applied  at  the  state  and  local 
level. 

This  report  is  being  given  widespread  nationzJ  distribution  to  the 
thousands  of  labor  unions  and  other  community  organizations,  both 
public  and  voluntary,  which  are  in  a  position  to  accept  the  challenge 
of  taking  part  in  a  positive  program  of  action  to  advance  our  national 
efforts  for  improved  rehabilitation  services  for  the  millions  of  disabled 
in  our  country. 
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Chapter  1 


GUIDELINES  FOR  LABOR  UNIONS  IN  OBTAINING 
REHABILITATION  SERVICES  FOR  UNION  MEMBERS 
AND  THEIR  FAMILIES 

Organized  Labor*s  Role  on  Behalf  of  the  Disabled 

Organized  labor's  concern  with  the  needs  of  disabled  persons  takes  on 
a  special  significance  because  it  represents  the  largest  single  body  of 
consumers  who  are  in  a  position  to  do  something  effectively  to  improve 
our  efforts  as  a  nation  on  behalf  of  people  who  are  stricken  by  disabling 
conditions  or  accidents.  Members  of  labor  unions  in  this  country,  to- 
gether with  the  members  of  their  immediate  families,  represent  about 
50  million  people.  Any  serious  health,  economic,  and  social  problem 
such  as  disability  has  its  special  impact  on  the  working  force. 

Cash  Disability  Programs:  As  spokesman  for  the  working  force,  organ- 
ized labor  has  been  a  vigorous  advocate  of  public  programs  which  today 
are  providing  cash  benefits  to  millions  of  disabled.  Among  such  programs 
are  the  following: 

.  .  ,  Disability  payments  for  persons  over  50  years  of  age,  and  their 
dependents,  under  the  Federal  Old  Age,  Survivors  and  Disability 
Insurance  Program. 

.  .  .  Workmen's  Compensation  payments  for  victims  of  occupational 
accidents  and  diseases. 

.  .  .  Public  assistance  payments  for  the  support  of  children  with  dis- 
abled fathers. 

.  .  .  Compensation  payments  for  veterans  with  service-connected  dis- 
abihties. 

.  .  .  Nonoccupational  disability  insurance  payments  for  loss  of  income 
due  to  nonoccupational  sickness  or  disability.  (Available  only 
in  four  states:  Rhode  Island,  California,  New  Jersey  and  New 
York.) 

As  unions  negotiated  health  and  welfare  funds,  many  incorporated  in 
their  health  and  welfare  plans  provisions  to  provide  their  members  who 
lost  their  capacity  to  work  because  of  a  nonoccupational  accident  or 
sickness  with  regular  disability  payments.  Today,  cash  disability  pay- 
ments constitute  an  important  part  of  our  public  and  private  social 
security  structure  and  are  providing  disabled  workers  with  a  partial 
replacement  of  lost  earning  power. 
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Cash  Payments  and  Rehabilitation:  When  some  of  the  earher  cash  dis- 
ability programs  were  initially  established,  the  concepts  and  techniques 
of  rehabihtation  were  still  underdeveloped  and  there  were  relatively  few 
rehabilitation  facilities  and  services  available.  As  rehabilitation  developed, 
organized  labor  supported  efforts  to  make  rehabihtation  an  integral  part 
of  these  benefit  programs.  In  a  few  states,  significant  improvements  have 
been  achieved  in  workmen's  compensation  by  way  of  promoting  the 
utiUzation  of  medical  rehabilitation  services  in  these  programs.  More 
recently.  Congress  not  only  hberaHzed  the  (OASDI)  disability  benefit 
program  but  also  wrote  into  the  Social  Security  Act  a  specific  procedure 
to  steer  beneficiaries  to  the  state  vocational  rehabilitation  agencies  where 
their  rehabilitation  potential  could  be  assessed.  It  has  been  found 
that  as  cash  disability  programs  are  infused  with  a  rehabilitation  empha- 
sis, the  process  of  rehabihtation  can  be  started  early  in  the  course  of 
disabihty  with  the  result  that  more  disabled  persons  are  restored  to  a 
condition  of  seK-support  and  self -care. 

Of  her  Aspects  of  Labor  Action:  Organized  labor,  in  its  dual  role  as 
spokesman  for  the  working  force  and  as  representative  of  citizens  con- 
cerned with  individual,  community  and  national  well-being,  has  many 
opportunities  to  participate  in  organized  action  in  support  of  rehabihta- 
tion services.  In  this  dual  role,  organized  labor  has  a  two-fold  function 
of  taking  initiative  on  its  own  as  a  distinct  organization,  and  also  co- 
operating with  others,  such  as  professional  organizations,  civic  groups, 
and  governmental  and  voluntary  health  and  welfare  organizations 
moving  toward  the  same  goals.  Following  are  a  few  specific  examples 
of  such  activities: 

.  .  .  Organized  labor  has  assumed  a  major  role  in  the  work  of  the 
President's  committee,  as  well  as  state  and  local  committees 
promoting  the  employment  of  disabled  persons. 

.  .  .  In  several  states,  representatives  of  organized  labor  are  serving 
on  advisory  committees  organized  by  state  vocational  rehabih- 
tation agencies  and  have  given  effective  support  to  efforts  to 
expand  state  programs  for  disabled  people. 

.  .  .  Organized  labor  has  supported  the  establishment  of  rehabihtation 
centers  in  many  ways  including  the  raising  of  considerable 
amounts  of  money,  and  by  directly  contributing  labor,  materials 
and  equipment. 

As  organized  labor  moves  ahead  in  its  work  for  the  improvement  of 
our  nation's  rehabilitation  services,  there  will  be  many  important  oppor- 
tunities for  effective  action,  such  as  the  following: 
.  .   .  Work  for  the  establishment  of  official  citizens'  advisory  councils 
for  rehabilitation  in  those  states  which  do  not  now  have  them. 
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.  .  .  Promote,  participate,  and  help  publicize  state  and  local  surveys 
related  to  rehabilitation  needs,  facilities  and  services. 

.  .  .  Stimulate  examination  of  workmen's  compensation  laws  with 
a  view  to  encouraging  a  greater  emphasis  on  rehabilitation. 

.  .  .  Encourage  the  establishment  of  comprehensive  medical  rehabili- 
tation services  in  general  hospitals  and  allied  institutions. 

.  .  .  Support  more  adequate  appropriations  of  funds  on  the  federal, 
state,  and  local  levels  for  the  provision  of  rehabilitation  facilities 
and  services. 

.  .  .  Identify  the  comprehensive  needs  of  individuals  for  rehabilitation 
services  and  assist  in  mobilizing  community  resources  to  meet 
such  needs. 

.  .  .  Become  involved  in  the  development  of  plans  for  new,  and  in  the 
operation  of  existing  sheltered  workshops  so  as  to  contribute 
labor's  knowledge  to  the  improvement  of  such  facilities. 

The  national  AFL-GIO  has  from  time  to  time  adopted  resolutions  or 
issued  policy  statements  dealing  with  various  health  and  welfare  prob- 
lems of  national  significance.  Such  statements  are  dianneled  to  all 
national  and  international  unions  and  state  and  local  central  labor  bodies 
with  recommendations  for  action.  It  would  be  both  timely  and  helpful 
for  such  a  statement  to  be  issued  concerning  the  need  to  expand  our 
nation's  rehabilitation  services  for  the  milHons  of  disabled  men,  women 
and  children.    Such  a  statement  could  — 

.  .  .  Gall  attention  to  the  magnitude  of  the  problem  of  disability  as 
underlined  by  the  recent  U.  S.  National  Health  Survey  figures 
which  indicate  that  17  million  persons  affected  by  chronic  condi- 
tions are  unable  to  engage  in  normal  activities  such  as  gainful 
employment,  homemaking,  school  work,  or  other  activities. 

.  .  .  Identify  disability  as  a  national  health  and  welfare  problem  of 
major  proportions  calling  for  an  accelerated  national  effort  to 
expand  our  rehabilitation  programs. 

,  .  .  Outline  a  program  of  action  at  national,  state  and  local  levels, 
with  suggestions  for  implementation. 

Such  a  statement  would  help  stimulate  and  encourage  labor  unions  to 
give  up-graded  attention  not  only  to  the  rehabilitation  needs  of  their 
members  and  their  families  but  also  to  community  efforts  for  the  expan- 
sion and  improvement  of  rehabilitation  services.  It  would  also  help 
mobilize  organized  labor's  educational  and  promotional  resources  in  such 
efforts  to  provide  more  adequately  for  the  rehabilitation  needs  of  disabled 
and  handicapped  persons. 

Employment  of  the  Handicapped:  The  official  AFL-CIO  program  on 
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behalf  of  workers  with  disabilities  calls  for  the  use  of  every  practical 
means  to  insure  equal  opportunity  in  employment  for  all  physically 
handicapped  workers,  and  includes  the  following  points : 

"The  Federation  will  strive  to  increase  employment  opportunities 
for  the  physically  handicapped  through  collective  bargaining 
agreements  and  union-management  cooperation." 
"The  use  of  pre-employment  examinations  for  any  other  purpose 
than  to  determine  physical  abilities  for  a  suitable  job  is  unsound 
and  will  not  be  tolerated." 

"The  Federation  recognizes  the  wisdom  of  active  participation  in 
community  programs  for  the  physically  handicapped  and  will 
encourage  its  state  and  city  central  bodies  to  take  active  part  in 
the  state  and  local  committees  for  the  employment  of  the  physi- 
cally handicapped." 
Organized  labor  actively  participates  in  the  work  of  the  President's 
Committee  on  Employment  of  the  Physically  Handicapped,  as  well  as  in 
its  state  and  local  counterparts.  Individual  labor  unions  carry  on  varied 
activities  by  way  of  seeking  to  implement  the  AFL-GIO's  policy  calling 
for  the  increase  of  employment  opportunities  for  physically  handicapped 
workers  through  union-management  cooperation.  In  times  and  in  areas 
of  high  unemployment,  the  extreme  difficulties  of  placement  of  disabled 
persons  in  suitable  employment  can  be  a  very  discouraging  factor  for  the 
union  concerned  with  this  problem.  Moreover,  even  in  normal  times 
and  circumstances,  many  employers  do  not  rehire  injured  workers  and 
have  rigid  policies  against  hiring  those  with  disabilities,  particularly  those 
involving  heart,  epileptic,  visual,  or  mental  conditions.  Of  particular 
concern  are  those  handicapped  workers  for  whom  vocational  rehabilita- 
tion has  been  completed  but  who  cannot  be  placed  in  jobs.  Such  cases 
tend  to  discourage  others  from  entering  into  vocational  rehabilitation. 
Local  unions  can  be  helpful  in  pointing  up  the  actual  work  opportunities 
which  exist  in  their  communities  in  order  to  avoid  the  situation  where 
a  handicapped  worker  is  trained  in  skills  for  which  there  is  no  demand 
in  his  home  town.  They  can  also  carry  on  a  program  of  member  educa- 
tion to  increase  their  sympathy  and  understanding  of  the  handicapped 
worker  and  his  problems. 

Rehabilitation  in  Perspective:  As  a  labor  union  seeks  to  give  rehabilita- 
tion up-graded  attention  and  emphasis  in  union  affairs,  a  realistic  view 
must  be  taken  of  the  proper  place  of  rehabilitation  among  the  wide  range 
of  other  union  activities.  The  primary  concern  of  labor  unions  are 
matters  of  wages,  hours  and  working  conditions.  Closely  related  are 
so-called  fringe  benefits  under  collectively  bargained  health  and  welfare 
funds.  To  these  can  be  added  quite  an  extensive  list  of  activities  which 
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are  an  expression  of  organized  labor's  concern  with  community  health 
and  welfare  problems — activities  which,  over  the  years,  have  assumed  an 
established  place  in  union  affairs.  In  a  labor  union  setting,  it  is  un- 
realistic and  could  be  self-defeating  to  present  rehabilitation  as  a  new 
and  isolated  program  calling  for  a  high  priority.  It  is  more  realistic  to 
approach  this  in  terms  of  giving  rehabilitation  up-graded  attention  in  the 
context  of  on-going  union  programs  and  activities.  In  this  connection, 
it  is  important  to  bear  in  mind  that  labor  unions  are  not  social  agencies 
and  are  not  "staffed"  to  so  function.  In  other  words,  a  union  could 
up-grade  its  attention  to  rehabilitation  in  the  context  of  one  or  more  of 
its  on-going  activities  such  as — 

...  By  increasing  the  rehabilitation  emphasis  in  its  union  health 
center  program  or  through  the  inclusion  of  a  rehabilitation  clause 
in  its  Blue  Cross  contract. 

...  By  the  extension  of  its  union  counseling  program  to  facilitate 
earlier  referrals  for  vocational  rehabiUtation  services. 

...  By  greater  involvement  in  rehabilitation  matters  on  the  part  of 
such  regular  union  committees  as  those  concerned  with  work- 
men's compensation,  legislative,  health  and  welfare,  and  com- 
munity services. 

The  foregoing  are  simply  by  way  of  illustrations  since  there  are  many 
other  on-going  union  activities  to  which  rehabilitation  could  properly  be 
"latched"  on. 

Disabilify  Affecfs  Many:  In  shaping  the  program  of  a  union,  the  leader- 
ship seeks  to  be  responsive  to  the  interests  and  attitudes  of  the  member- 
ship. Matters  which  concern  the  entire  membership,  such  as  jobs  and 
insurance  benefits,  are  naturally  given  a  high  priority  in  union  affairs. 
To  the  extent  that  disability  and  rehabilitation  are  viewed  by  the  union 
membership  as  problems  of  a  tiny  segment  of  the  membership,  it  may  be 
difficult  to  find  a  place  for  this  subject  in  the  crowded  program  of  union 
activities.  Therefore,  before  much  progress  can  be  made  in  up-grading 
union  interest  in  rehabilitation,  the  union  membership  must  gain  an 
understanding  of  the  serious  dimensions  of  the  problem  of  disability  in 
all  its  aspects — health,  social,  emotional,  and  economic.  Many  people 
who  can  recognize  that  they  suffer  from  conditions  that  impair  their 
ability  to  function  adequately,  are  unaware  of  the  availability  of  special- 
ized rehabilitation  services  which  can  help  them.  Reliable  data  are  be- 
coming increasingly  available  which  give  emphasis  to  the  fact  that 
disability  is  not  a  problem  of  the  relatively  few  but  is  increasingly  aflFect- 
ing  a  substantial  segment  of  our  population.  This  can  be  illustrated  by 
such  estimates  as  the  following: 

.  .  .  The  U.  S.  Public  Health  Service  reports  that  there  are  approxi- 
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mately  17  million  people  in  the  United  States  (almost  10%  of  the 
population ) ,  who  are  affected  by  one  or  more  chronic  conditions 
and  are  unable  to  engage  in  normal  activities  such  as  gainful 
employment,  homemaking,  school  work,  or  other  activities.  Of 
these,  about  4,855,000  persons  have  trouble  moving  about  or 
cannot  move  about  without  help. 
.  .  .  The  Bureau  of  Labor  Statistics  has  estimated  that  there  may  be 
as  many  as  6  miUion  persons  of  working  age  who  have  serious 
disabilities  which  create  difficulties  in  getting  proper  jobs. 
.   .  .  The  Office  of  Vocational  RehabiHtation  has  estimated  that  there 
are  about  2  million  men  and  women  who  require  vocational  re- 
habilitation in  order  to  make  them  sufficiently  employable  to 
engage  in  suitable  employment. 
As  union  members  gain  a  greater  understanding  of  their  rehabilitation 
needs,  as  well  as  those  of  their  dependents,  they  can  be  expected  to  sup- 
port proposals  for  increasing  the  rehabilitation  emphasis  in  union  affairs. 

Union  Referrals  for  Rehabilitation  Services 

Union  Counselors:  There  are  approximately  75,000  AFL-CIO  union, 
counselors  who  are  members  of  unions  throughout  the  country.  These 
men  and  women  from  labor's  ranks  have  completed  voluntarily  a  union 
counselor  training  program  to  familiarize  them  with  the  duties  of  their 
assignment.  This  training  is  designed  to  give  these  union  members  an 
understanding  of  their  community's  health  and  welfare  agencies  so  that 
they  can  assist  their  fellow  union  members  to  use  such  services  in  re- 
solving personal  and  family  health  and  welfare  problems.  In  their  role 
of  "referral  agents"  they  serve  as  important  links  between  union  members 
with  problems  and  the  best  sources  of  help  available  in  their  communities. 
Their  function  is  to  serve  as  sources  of  information  to  union  members 
who  want  to  know  more  about  community  services  which  can  help  them 
and  to  steer  them  to  the  proper  agency.  Thus,  they  constitute  the  largest 
body  of  union  members  who  are  knowledgeable  about  community  health 
and  welfare  programs  and  who  have  an  avowed  interest  in  helping  their 
fellow  members.  In  many  communities,  union  counselors  have  developed 
satisfactory  procedures  for  referrals  and  follow-up.  To  the  extent  that 
union  counselors  can  be  given  an  understanding  of  the  concept  of  com- 
prehensive rehabihtation  and  how  it  can  help  those  stricken  by  disabling 
disease  or  accident,  they  represent  the  most  productive  possibility  for 
union  action  to  help  bring  together  disabled  workers  and  the  rehabilita- 
tion services  they  need. 

Rehabilitation  Referral  Problems:  The  union  counselor  wishing  to  steer 
a  disabled  person  to  the  rehabilitation  services  he  needs  is  frequently 
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faced  by  a  complex  of  problems  which  he  finds  confusing.  Much  of  his 
referral  experience  has  been  with  individuals  presenting  what  appeared 
to  be  a  single  need  calling  for  an  obvious  referral  to  a  particular  com- 
munity agency.  For  example  — 

.  .  .  In  disaster  areas,  a  family  requiring  emergency  material  assist- 
ance might  be  referred  to  the  American  Red  Cross. 

.  .  .  An  unemployed  person  without  means  of  support  would  be 
referred  to  the  public  assistance  agency  for  possible  cash  assist- 
ance, or  if  disabled  to  the  vocational  rehabilitation  agency  for 
rehabiHtation  services. 

.   .   .  A  family  in  need  of  counseling  services  would  be  referred  to  a 
family  social  service  agency. 
Much  of  this  knowledge  of  community  agencies  and  referral  methods, 

will  prove  helpful  to  the  union  counselor  in  relation  to  rehabiUtation. 

However,  there  are  at  least  three  aspects  of  helping  disabled  persons 

which  are  likely  to  present  difficulties  to  the  union  counselor : 

.  .  .  The  rehabilitation  needs  of  a  given  disabled  individual  are 
unique  and  each  is  likely  to  have  multiple  rather  than  single 
needs.  The  appendix  to  this  report  describes  in  some  detail  the 
services  offered  by  public  and  voluntary  rehabilitation  programs 
as  well  as  the  facilities  available,  such  as  rehabilitation  centers, 
sheltered  workshops,  etc.  For  this  reason,  it  is  most  important 
that  these  resources  be  used  to  give  the  disabled  person  a  com- 
plete evaluation — physical,  emotional,  social  and  vocational. 

.  .  .  It  may  be  found  that  no  one  agency  in  a  community  may  be 
able  to  offer  all  the  services  the  handicapped  person  may  need 
in  the  course  of  his  rehabilitation.  For  example  a  needy  disabled 
person  may  require  the  help  of  the  public  assistance  agency  in 
connection  with  his  rehabilitation. 

...  It  may  not  always  be  obvious  to  a  lay  person  which  community 
agency  is  the  proper  one  to  initiate  services  for  a  disabled  person. 
In  the  absence  of  a  central  referral  agency,  the  state  vocational 
rehabilitation  agency  is  the  recommended  choice  for  the  initiation 
of  services. 

The  training  program  for  union  counselors  should  be  broadened 
sufficiently  to  provide  them  with  the  information  and  understanding 
they  need  to  avoid  becoming  discouraged  with  this  array  of  problems. 
Some  of  the  material  included  in  this  report  could  be  adapted  for  this 
purpose.  A  program  of  training  for  union  counselors  should  include 
an  emphasis  on  the  following: 

.  .  .  That  rehabilitation  services  are  not  only  for  the  seriously  dis- 
abled person,  such  as  those  with  amputations  or  who  are  disabled 
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by  paraplegic  conditions,  but  are  also  for  those  with  heart  and 
lung  conditions,  visual  and  speech  impairments,  mental  dis- 
abihties,  and  other  conditions  which  limit  their  abiUty  to  function 
adequately  in  their  normal  activities  such  as  employment,  home- 
making,  or  school  work. 
.  .  .  That  the  rehabilitation  needs  of  an  individual  will  depend  on 
the  type  and  severity  of  the  disabiHty  and  handicap  he  has. 
Some  simple  cases  might  require  a  few  services  such  as  speech 
therapy  or  occupational  therapy,  while  the  most  severe  cases 
of  multiple  disability  would  require  the  wide  range  of  com- 
prehensive rehabilitation  services  only  available  in  some  rehabili- 
tation centers. 

.  .  .  That  the  goal  of  rehabilitation  will  vary  from  person  to  person, 
depending  on  his  particular  needs.  In  one  case,  the  disabiHty 
might  be  entirely  eliminated  and  the  individual  completely 
restored  to  his  previous  state  of  usefulness.  In  another  case, 
the  handicapped  person  might  require  retraining  to  enter  a  new 
occupation. 

.  .  .  That  rehabihtation  should  start  just  as  soon  as  medically  possi- 
ble after  the  onset  of  the  illness  or  injury  since  rehabilitation 
services  are  generally  most  effective  when  started  prompdy. 
In  some  conditions  a  delay  can  result  in  irreparable  damage — 
hence  the  great  emphasis  on  early  referrals. 
There  is  need  for  one  or  more  pilot  training  projects  to  develop 

teaching  materials  and  techniques  for  training  union  counselors  for  their 

rehabihtation  activities. 

Needs  of  the  Disabled:  The  training  program  for  union  counselors 
should  also  stress  that  above  all,  each  disabled  person  should  have  a 
competent  rehabilitation  diagnosis  to  determine  his  potential  for  getting 
back  to  work  or  for  achieving  greater  self-care,  as  the  case  may  be. 
There  are  persons  who  are  so  completely  incapacitated  that  any  thought 
of  employment  or  even  self-care  is  out  of  the  question.  However,  the 
decision  as  to  this  condition  can  only  be  made  by  qualified  medical  and 
rehabilitation  personnel.  There  are  far  too  many  disabled  individuals 
who  have  resigned  themselves  hopelessly  to  wheel-chairs,  beds,  or  the 
bedrooms  of  homes — reduced  to  a  condition  of  dependency  and  despair 
— although  services  are  now  available  to  rehabilitate  and  restore  them 
to  a  condition  of  usefulness  again.  A  competent  rehabilitation  diagnosis 
and  plan  would  indicate  for  each  disabled  person — 
.  .  .  The  medical  services  needed  to  enable  the  patient  to  reach  his 
maximum  physical  efficiency,  such  as  surgery  and  hospitalization, 
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physical  therapy,  artificial  limbs,  braces,  gait  training,  and  hear- 
ing aids. 

.  .  .  The  psychological  services  needed  to  measure  the  abilities  and 

potentialities  of  the  patient. 
.  .  .  The  vocational  services  needed  to  determine  vocational  liabilities 
and  assets,  and  training  to  qualify  the  individual  for  the  highest 
level  of  employment  of  which  he  is  capable. 
.  .  .  The  social  services  needed  to  help  the  patient  work  out  his  prob- 
lems which  could  otherwise  minimize  the  effectiveness  of  the 
rehabilitation  process. 
A  disabled  person  may  require  only  some  of  these  services.  Since 
the  needs  and  problems  of  each  person  vary,  so  too  will  the  rehabilita- 
tion process  since  it  is  an  intensely  personal  one  which  must  be  adapted 
to  the  particular  needs  of  the  individual.  On  the  other  hand,  failure 
to  provide  one  of  the  services  essential  to  the  rehabiUtation  plan  may 
result  in  failure  of  the  whole  process.  A  great  many  cases  can  be  re- 
habilitated through  the  services  of  their  physicians  with  assistance  from 
a  hospital.  In  others,  no  medical  services  may  be  required  but  the  need 
may  be  for  vocational  and  employment  rehabilitation  services  such  as 
testing  and  evaluation  of  work  capacities  and  training,  either  in  school 
or  on  the  job. 

Claims  Processors:  Some  unions  providing  health  benefits  under  collec- 
tively bargained  health  and  welfare  funds,  use  claims  processors  for  the 
review  of  biOs  submitted  by  physicians  and  hospitals  providing  services 
to  union  members  and  their  dependents.  They  are  lay  individuals  of 
varying  types  of  education  and  training.  Although  the  primary  purpose 
of  such  reviews  is  to  prevent  improper  claims,  these  claims  processors 
could  be  trained  to  "spot"  those  individuals  who  should  be  referred  to 
professional  personnel  for  a  determination  of  their  need  for  referral  for 
rehabilitation  services.  The  following  is  suggested: 
.   .   .  Claims  processors  should  be  responsibile  to  a  policy-setting 

individual  or  board. 
.  .  .  Well-defined  screening  criteria  should  be  furnished  the  claims 

processors  by  this  policy-setting  person  or  body. 
.   .   .  Rehabihtation  orientation  and  education  should  be  directed 
primarily  to  the  policy-making  body  which  may  be  medical,  non- 
medical, or  a  combination  with  respect  to  its  composition. 
Such  arrangements  are  currently  practiced  in  some  unaons  and  are 
successful  in  locating  rehabihtation  needs  which  otherwise  might  be 
neglected. 

Screening  Clinics:  RehabiUtation  is  most  effective  if  it  is  started  early. 
The  degree  of  rehabilitation  that  can  be  achieved  and  the  time  and  cost 
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involved  are  largely  dependent  upon  the  application  of  proper  measures 
in  the  very  early  stages  of  the  disability.  The  United  Mine  Workers  of 
America  Welfare  and  Retirement  Fund  has  made  considerable  use  of 
the  device  of  "screening  clinics"  for  the  early  identification  of  those 
individuals  who  are  hkely  to  benefit  from  rehabilitation  services,  and  this 
or  similar  devices  might  prove  useful  to  other  programs.  The  character- 
istics of  this  plan  may  be  summarized  as  follows: 

.  .  .  The  Fund  uses  hospital,  medical,  and  other  records  to  identify 
individuals  with  conditions  that  appear  to  preclude  gainful 
employment.  Each  such  person  is  notified  to  be  present  at  a 
clinic  to  be  held  in  his  vicinity  on  a  specified  date. 

.  .  .  The  clinics  may  be  located  in  any  building  that  will  serve  the 
purpose,  such  as  a  union  hall,  school,  a  space  in  a  hospital,  or 
the  parish  hall  of  a  church. 

.  .  .  The  cHnics  are  held  for  one  day,  and  an  average  of  10  to  20 
patients  can  be  seen. 

.  .  .  The  staff  consists  of  a  Fund  representative,  a  physician,  a  nurse, 
a  representative  of  the  state  vocational  rehabilitation  office  in 
the  area,  and  a  union  representative.  As  needed,  others  are 
invited  to  participate,  such  as  representatives  of  the  welfare 
department,  employment  service,  or  community  voluntary 
agencies. 

.   .   .  The  physician  reviews  the  medical  needs  of  the  worker,  the 
vocational  rehabilitation  representative  determines  whether  he 
needs  additional  counseling,  guidance  or  vocational  training,  and 
the  union  representative  gives  him  encouragement  and  advice  in 
taking  the  necessary  steps  required  to  get  the  services  he  needs. 
Through  such  a  procedure,  those  with  medical  management  problems 
are  brought  to  proper  attention,  suitable  candidates  for  vocational  re- 
habilitation are  referred,  and  those  in  need  of  other  rehabilitation  services 
are  put  in  touch  with  them. 

Information  and  Referral  Services:  The  complaint  is  frequently  heard 
that  many  union  members  who  have  sought  rehabilitation  services  be- 
come discouraged  by  the  so-called  "run-around"  they  get  from  rehabili- 
tation agencies  and  organizations.  Public  programs  have  limitations 
and  eligibility  requirements  which  are  established  by  law  and  adminis- 
trative action — and  are  frequently  not  easily  grasped  by  the  prospective 
rehabilitant.  Nongovernmental  programs  likewise  have  varying  policies 
which  are  established  by  their  governing  boards.  As  a  result,  many 
handicapped  persons  have  the  frustrating  experience  of  being  shunted 
from  one  program  to  another  with  such  explanations  as — 
"Does  not  fall  within  current  intake  policy." 
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"Unable  to  pay  for  services." 

"Cannot  meet  the  test  of  economic  need." 

"Not  feasible  for  rehabilitation  for  regular  employment." 

"Presents  a  less  urgent  need  than  other  applicants." 

"Will  be  placed  on  waiting  hst." 

The  irritations  set  up  by  such  experiences  can  be  a  strong  deterring 
factor  to  overcome  for  the  union  counselor  or  officer  wishing  to  encour- 
age union  members  and  their  dependents  to  seek  the  rehabilitation  serv- 
ices they  need.  There  is  a  growing  awareness  of  the  need  for  a  central 
information  and  referral  service,  particularly  in  large  metropolitan  areas : 
.   .   .  Central  information  and  referral  services  are  now  operating  in 
several  cities.  In  such  cities,  the  union  counselor  can  steer  re- 
habilitation prospects  to  such  referral  services  for  a  review  of 
their  needs  and  referral  to  the  proper  agency. 
...   In  some  of  the  larger  cities  where  there  is  a  full  time  Community 
Services  Representative  attached  to  the  Community  Chest,  they 
are  helping  union  counselors  with  their  rehabilitation  referrals. 
...  In  a  few  states,  the  state  vocational  rehabihtation  agency  is  de- 
tailing staff  to  work  with  unions  to  facilitate  referrals  for  voca- 
tional rehabilitation  services. 

Increasing  Understanding  and  Support  of  Community 
Rehabilitation  Programs  and  Services 

On  the  local  level,  it  is  important  that  labor  unions  and  their  member- 
ship get  to  know  more  about  "community"  rehabilitation  programs  and 
services.  Stated  more  functionally,  they  must  get  to  know  the  programs 
and  services  which  are  available  to  persons  Hving  in  their  local  commu- 
nities. The  reason  for  this  distinction  is  that  some  rehabihtation  programs 
are  organized  on  a  state- wide  basis,  e.g.,  vocational  rehabilitation  and 
services  for  crippled  children,  and  some  rehabilitation  facilities  may 
service  the  population  of  many  cities  and  towns.  Thus,  a  community 
without  a  single  rehabilitation  facility  located  within  its  boundaries 
would  still  have  available  to  its  citizens  a  range  of  rehabilitation  services. 
Following  are  some  suggested  ways  through  which  unions  and  their  mem- 
bership can  learn  more  about  the  avcdlability  of  rehabihtation  services. 
.   .   .  Arrange  for  visits  to  rehabilitation  facilities  to  see  how  they  actu- 
ally operate,  the  people  they  serve  and  how  they  help  them. 
.   .   .  Invite  representatives  from  rehabilitation  programs  to  meetings 
of  union  members  and  their  famihes  to  explain  their  services, 
show  films  and  exhibits,  distribute  descriptive  literature  about 
their  services,  and  so  forth. 
.   .   .  Arrange  for  union  officers  and  members  to  participate  in  work- 
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shops  and  meetings  at  which  rehabilitation  services  will  be  dis- 
cussed, and  also  to  accept  membership  on  boards  and  committees 
of  rehabilitation  organizations. 

.  .  .  Arrange  or  participate  in  meetings  at  which  union  counselors  can 
meet  with  professional  workers  in  various  rehabilitation  programs 
for  informal  discussions  of  matters  of  mutual  interest. 

.  .  .  Disseminate  information  about  rehabilitation  services  to  union 
members  such  as  directories,  descriptive  pamphets,  etc.,  and  also 
utilize  the  union  newspaper  for  this  purpose. 

Tax  Supported  Services:  During  the  past  decade  there  has  been  a  ver>' 
considerable  expansion  of  tax  supported  programs  in  the  field  of  rehabili- 
tation. These  constitute  an  important  resource  for  referrals  of  individuals 
for  service,  for  assistance  in  building  additional  needed  facihties  and  for 
expanding  services,  for  training  professional  staff,  and  for  conducting 
important  rehabihtation  research  and  demonstration  projects.  Organized 
labor  has  traditionally  supported  the  extension  and  strengthening  of  tax 
supported  health,  welfare,  and  rehabilitation  services,  and  has  used  its 
own  programs  to  supplement  rather  than  to  dupHcate  them. 
.   .   .  The  state-federal  program  of  vocational  rehabilitation  is  expand- 
ing steadily  and  is  now  serving  over  a  quarter  of  a  miUion  persons. 
The  number  of  persons  rehabilitated  reached  a  record  high  of 
80,720  in  the  fiscal  year  that  ended  June  30,  1959. 
.   .   .  The  state-federal  program  of  services  for  crippled  children  is  being 
expanded  not  only  dollar- wise  but  also  in  scope.    States  are  now 
providing  care  not  only  to  children  with  orthopedic  impairments 
but  also  to  those  with  a  wide  variety  of  nonorthopedic  disabilities, 
including  cerebral  palsy,  epilepsy,  speech  and  hearing  defects,  and 
congenital  malformations.   In  1957,  about  313,000  such  children 
received  physicians'  services,  some  52,000  received  hospital  care 
and  246,000  attended  diagnostic  clinics. 
.  .   .  The  Veterans  Administration  provides  a  very  wide  range  of  health 
and  rehabihtation  services  to  the  veteran  population  which  now 
exceeds  22  million.  Disabled  veterans  are  receiving,  according  to 
their  individual  needs  and  eligibility,  such  benefits  as  cash  disabil- 
ity payments,  vocational  rehabilitation,  and  hospital  and  medical 
care  including  ambulatory  medical  treatment. 
.   .   .  An  increasing  number  of  rehabihtation  facihties  are  being  built 
by  the  states  and  local  communities  with  the  assistance  of  federal 
and  state  funds. 

.  .  .  The  State  Employment  Services  are  being  gradually  strengthened 
to  enable  them  to  do  a  better  job  in  the  placement  of  handi- 
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capped  persons,  and  the  President's  and  State  Committees  on 
Employment  of  the  Physically  Handicapped  are  becoming  more 
effective  instruments  of  public  education. 

...  A  steadily  increasing  number  of  disabled  people  and  their  de- 
pendents are  receiving  monthly  benefits  under  the  disabiHty  pro- 
visions of  the  Social  Security  Act.  As  of  July  1959,  there  were 
288,631  disability  beneficiaries  and  96,010  of  their  dependents 
(37,262  wives  and  58,748  children)  on  the  rolls.  Those  indi- 
viduals considered  Hkely  prospects  for  rehabihtation  are  being 
brought  to  the  attention  of  state  rehabilitation  agencies. 

.  .  .  PubUc  assistance  programs  are  generally  expanding  their  pro- 
grams of  medical  care;  many  states  now  provide  special  help  to 
disabled  persons,  and  others  are  exploring  ways  of  increasing  the 
rehabilitation  emphasis  in  their  programs. 

.  .  .  Public  health  departments  are  gradually  recognizing  their  role  in 
the  prevention  of  disabiHty  through  such  programs  as  the  develop- 
ment of  seminars  for  health  personnel,  and  demonstration  projects 
of  restorative  care.  These  latter  include  the  organization  of  com- 
munity service  programs  such  as  organized  home  care,  informa- 
tion centers,  and  the  promotion  of  restorative  service  concepts  and 
programs  in  general  hospitals  and  nursing  homes. 

.  .  .  The  Federal  Office  of  Vocational  Rehabilitation  and  various  units 
of  the  National  Institutes  of  Health  are  making  grants  to  public 
and  nonprofit  private  groups  for  the  training  of  needed  personnel 
and  for  research  and  demonstration  projects,  and  labor  unions  are 
eligible  for  such  grants  on  the  same  basis  as  other  organizations. 
In  addition  to  such  federally-supported  nationwide  programs,  most 

states  have  been  accelerating  their  support  of  state  and  local  programs 

serving  disabled  and  handicapped  persons. 

Rehabilitafion  of  Public  Assistance  Clients:  Of  special  concern  to  organ- 
ized labor  are  the  nearly  7  million  men,  women,  and  children  who  depend 
on  public  assistance  (old-age  assistance,  aid  to  dependent  children,  etc.) 
for  their  basic  Uving  needs.  These  are  among  the  most  economically 
disadvantaged  in  the  Nation.  While  many  of  them  have  passed  hiring 
age  or  have  disabilities  which  are  too  severe  to  permit  employment, 
public  assistance  rolls  also  include  many  who  can  be  restored  to  self- 
support.  Often  it  is  found  that  recipients  of  public  assistance  are  physi- 
cally able  to  work  but  need  help  in  locating  suitable  employment.  Some 
could  be  restored  to  employability  by  surgery,  medical  treatment  or  other 
therapy.  Others  may  require  vocational  training  to  acquire  skills  which 
would  qualify  them  for  available  jobs.  Federal,  state,  and  local  public 
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assistance  funds  can  be  used  for  a  variety  of  such  services  including  the 
following : 

.  .  .  Help  to  rectify  or  alleviate  disability,  and  to  secure  treatment  for 
illness.  Medical  care  may  be  paid  for  by  the  public  assistance 
programs  or  the  individual  helped  to  secure  it  from  other  available 
resources. 

.  .  .  Help  with  social  and  personal  problems  which  interfere  with  abil- 
ity to  make  use  of  opportunities  for  employment  or  vocational 
training. 

.   .   .  Help  when  illness  or  disability  requires  shifts  in  family  roles — as 
when  the  wife  takes  over  as  breadwinner  following  death  or  ill- 
ness of  the  husband. 
.   .   .  Provision  of  homemaker  service,  or  other  arrangements  for  care 
of  family,  in  order  to  permit  the  breadwinner  to  return  to  work. 
.   .   .  Referral  to  and  help  in  using  vocational  rehabilitation  and  em- 
ployment services. 
Since  public  assistance  chents  have  varied  rehabilitation  needs  which 
require  a  wide  variety  of  services,  all  of  which  cannot  be  provided  by 
any  one  agency,  public  assistance  agencies  are  increasingly  developing 
cooperative  working  relationships  with  other  agencies  and  community 
organizations — particularly  with  state  vocational  rehabilitation  agencies. 
It  should  be  noted  in  this  connection  that  since  the  various  states  have 
substantial  latitude  in  determining  the  nature  and  scope  of  their  public 
assistance  programs,  there  are  wide  variations  among  them  as  well  as 
among  local  programs  as  to  the  extent  to  which  they  are  providing  for 
the  rehabilitation  needs  of  public  assistance  clients. 

A  re\dew  of  a  state  or  local  public  assistance  program  to  ascertain  how 
it  is  meeting  the  rehabilitation  needs  of  its  clients  might  include  the 
following  questions: 

.  .  .  Has  a  program  been  established  to  provide  for  an  early  review 
of  potential  rehabilitation  cases  and  an  early  referral  to  the  state 
vocational  rehabilitation  or  other  agency,  as  needed? 

.  .  .  What  services  does  the  public  assistance  agency  provide  clients 
undertaking  vocational  rehabilitation  by  way  of  giving  them  en- 
couragement and  support? 

...  Is  the  public  assistance  medical  care  program  making  its  maxi- 
mum contribution  to  the  rehabilitation  of  public  assistance  clients? 

.  .  .  Does  the  in-training  program  for  the  social  service  staff  include 
sufficient  emphasis  on  the  rehabilitation  needs  of  public  assistance 
clients  and  the  concept  and  principles  of  rehabilitation? 

.  .   .  Has  a  set  of  administrative  "flags"  been  established  to  alert  the 
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public  assistance  staff  to  those  categories  of  clients  for  whom 

rehabilitation  services  may  be  needed? 
Because  of  the  provisions  of  the  revised  Social  Security  Act,  public 
assistance  agencies  are  now  giving  accelerated  attention  to  problems 
which  deter  self-support,  especially  problems  related  to  employment,  dis- 
ability and  illness — both  physical  and  mental — and  acute  and  chronic 
conditions.  In  many  communities,  however,  progress  has  been  slow  and 
could  benefit  from  the  stimulation  and  encouragement  that  results  from 
increased  public  interest  and  support. 

Public  Health  Departments:  Public  health  agencies — at  the  national, 
state,  and  local  levels — are  becoming  increasingly  concerned  with  the 
problem  of  disability  due  to  chronic  disease,  and  possible  ways  of  ameli- 
orating the  problem.  The  crux  of  public  health  interest  lies  in  the  pre- 
vention or  control  of  disability  as  an  integral  part  of  the  continuum  of 
medical  care.  Since  each  state  and  local  public  health  agency  is  charged 
with  the  responsibility  for  the  health  of  the  people  within  its  jurisdiction, 
it  should  promote  programs  which  will — 

.   .   .  Serve  to  prevent  to  the  extent  possible  those  illnesses  resulting  in 

long-term  disability. 
.   .   .  Promote  measures  involving  medical  care  that  will  preserve  or 

restore  functional  capacity  to  the  extent  possible  in  such  illnesses 

that  cannot  be  prevented  in  a  primary  fashion. 
Such  programs  could  include  the  development  of  seminars  for  practic- 
ing physicians  and  other  health  personnel,  demonstration  projects  of 
restorative  care  which  would  include  the  organization  of  various  commu- 
nity service  programs,  e.g.,  organized  home  care,  homemaker  services, 
information  centers,  and  the  promotion  of  restorative  service  concepts 
and  programs  in  general  hospitals  and  nursing  homes.  Such  efforts  of 
public  health  agencies  can  be  helpful  in  meeting  several  central  needs: 
.   .   .  That  of  getting  practicing  physicians  to  understand  that  they  have 

both  a  responsibility  and  capacity  for  a  positive  and  active  role  in 

relation  to  the  problem  of  disability. 
.   .  .  That  of  getting  the  hospitals,  as  community  health  centers,  to 

exercise  their  full  potential  in  the  reorientation  of  direct  patient 

service  in  line  with  modern  concepts  of  medical  rehabilitation 

care  services. 

.  .  .  That  of  getting  voluntary  health  agencies — through  their  health 
education,  community  organization,  and  other  activities — to  make 
their  maximum  contribution  toward  the  prevention  and  control 
of  disability. 

Many  public  health  departments  have  developed  very  limited,  if  any 
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activities  such  as  these.  An  indication  of  pubHc  interest  and  support 
could  serve  to  encourage  them  to  greater  activity. 

Rehabilifafion  in  General  Hospitals:  Of  the  20  million  or  more  persons 
admitted  annually  to  general  hospitals,  union  members  and  their  families 
constitute  a  major  segment.  As  a  result  of  inadequate  rehabiUtation  care 
services  being  provided  in  hospitals,  many  patients  are  discharged  with 
disabilities  which  prevent  them  from  returning  to  work  or  which  leave 
them  dependent  upon  their  families  or  upon  institutions  for  the  day-to- 
day functional  activities  of  daily  living.  Available  clinical  evidence  clearly 
indicates  that  a  very  substantial  proportion  of  disability  residuals  can  be 
prevented  or  minimized  by  proper  medical  and  hospital  care.  Although 
general  hospitals  have  made  many  advances  in  recent  years,  there  are  big 
gaps  in  the  provision  of  rehabilitation  services.  This  is  underlined  by  the 
fact  that  of  the  nearly  7,000  hospitals  in  the  United  States,  only  20  per- 
cent are  adequately  equipped  with  the  physical  facilities  and  qualified 
personnel  to  provide  needed  rehabilitation  services.  It  is  recognized  that 
not  all  hospitals  can  or  should  maintain  comprehensive  medical  rehabili- 
tation services.  Efforts  to  improve  hospital  services  with  respect  to  re- 
habilitation can  be  in  terms  of  the  following : 

.  .  .  Hospitals  can  promote  restorative  service  concepts  and  provide 
demonstrations  of  the  value  of  modem  rehabilitation  practices 
and  measures  in  the  general  hospital. 

.  .  .  The  social  service  staff  of  hospitals  can  take  greater  responsibility 
for  making  referrals  for  rehabilitation  services  of  those  patients 
who  are  discharged  from  the  hospital  with  disabiHty  residuals 
which  prevent  them  from  returning  to  work,  school  or  household 
responsibilities. 

...  A  national  network  of  facihties  with  comprehensive  rehabilitation 
services — possibly  on  a  regional  basis — should  be  established  to 
which  patients  from  large  areas  could  be  referred  for  more  com- 
prehensive services  than  are  available  in  their  local  hospitals. 

Sheltered  Workshops:  It  is  generally  acknowledged  that  organized  labor 
can  make  a  unique  and  important  contribution  to  the  sheltered  workshop 
movement — with  respect  to  the  establishment  of  new  workshops,  help  for 
the  improved  operation  of  on-going  ones,  and  the  support  of  federal  and 
state  legislation  affecting  sheltered  workshops.  Of  the  600  or  more  shel- 
tered workshops  now  in  operation,  however,  there  are  relatively  few 
which  have  achieved  the  benefits  of  a  good  working  relationship  with 
organized  labor.  Since  the  lines  of  communications  between  labor  unions 
and  sheltered  workshops  have  generally  been  rather  weak,  there  are 
probably  many  areas  of  misunderstanding  which  could  be  dispersed  with 
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a  greater  recognition  of  the  mutuality  of  their  interests  on  behalf  of  the 
handicapped  workers  for  whom  sheltered  workshops  are  important,  and 
with  a  frank  discussion  of  the  issues  which  divide  them.  Action  to  help 
achieve  improved  labor-workshop  cooperation  on  behalf  of  disabled 
workers  include: 

.  .  .  Initiation  by  the  National  Association  of  Sheltered  Workshops 
and  Homebound  Programs  of  a  conference  with  the  AFL-GIO 
Community  Services  Committee  for  a  frank  discussion  of  ques- 
tions and  problems  of  mutual  interest. 

.  .  .  An  invitation  from  the  National  Association  of  Sheltered  Work- 
shops and  Homebound  Programs  and  the  National  Rehabilitation 
Association  to  organized  labor  to  participate  in  the  current  project 
for  developing  standards  for  workshops. 

.  .  .  Efforts  to  change  the  image  of  sheltered  workshops  held  by  some 
labor  leaders  which  is  based  on  workshop  conditions  and  prob- 
lems that  are  no  longer  current.  Labor  leaders  should  be  encour- 
aged to  visit  shops  in  their  local  communities,  become  better  in- 
formed about  their  objectives,  programs  and  policies,  and  talk 
through  problems  with  the  workshop  director. 

.  .  .  At  the  local  level,  sheltered  workshops  could  seek  labor  repre- 
sentation on  their  boards  and  committees. 

.  .  .  Leaders  of  the  sheltered  workshop  movement  could  take  steps  to 
keep  organized  labor  better  informed  about  important  develop- 
ments affecting  workshops,  e.g.,  the  formulation  of  proposed 
standards. 

Many  workshop  programs  which  provide  high  quality  rehabilitation 
services  are  not  self  sustaining  and  must  supplement  their  earned  income 
with  contributions  from  the  public.  Since  organized  labor  represents  a 
large  segment  of  contributors  to  community  fund  drives,  shops  may  be 
expected  to  benefit  from  having  organized  labor  become  more  construc- 
tively involved  in  the  operation  of  workshops. 

Guidelines  for  Action 

V  A  resolution  or  policy  statement  on  rehabilitation  issued  by  the 
National  AFL-CIO  would  serve  many  purposes  important  in  the 
pubHc  interest: 

...  It  would  help  focus  public  attention  on  the  serious  propor- 
tions of  the  problem  of  disability  which  is  increasingly  affect- 
ing a  substantial  segment  of  the  population. 

...  It  would  provide  leadership  to  international  and  national 
unions  and  to  state  and  local  central  labor  bodies  in  an  ac- 
celerated national  effort  to  expand  rehabilitation  programs. 
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...  It  would  serve  to  stimulate  local  unions  to  give  up-graded 
attention  to  the  rehabilitation  needs  of  their  members  and  to 
community  efforts  to  provide  needed  rehabilitation  services. 

V  Organized  labor  should  continue  to  support  measures  designed  to 
incorporate  rehabilitation  concepts  in  all  cash  disability  programs  so 
that  more  disabled  persons  might  benefit  from  those  rehabilitation 
services  which  can  help  restore  them  to  a  condition  of  self-support  or 
self-care. 

V  The  AFL-CIO  Community  Services  Committee  should  provide  a 
"clearinghouse"  service  by  way  of  disseminating  information  to  labor 
unions  on  what  other  unions  are  planning  and  doing  to  give  up- 
graded attention  to  rehabihtation. 

V  A  conference  between  the  AFL-CIO  Community  Services  Committee 
and  the  National  Association  of  Sheltered  Workshops  and  Home- 
bound  Programs  for  a  frank  discussion  of  problems  of  mutual  interest 
should  serve  to  promote  their  mutuality  of  interests  on  behalf  of 
disabled  workers  for  whom  sheltered  employment  is  important. 

V  The  labor  press  has  an  important  role  to  play  in  helping  people  under- 
stand what  full  restorative  medical  care  and  rehabilitation  services 
can  do  for  disabled  people.  A  series  of  stories,  with  illustrations, 
should  be  developed  for  this  purpose. 

V  The  President's  Committee  for  Employment  of  the  Physically  Handi- 
capped, with  the  cooperation  of  organized  labor  and  other  groups, 
develops  material  and  suggestions  which  should  prove  of  practical 
help  to  local  unions  seeking  to  increase  employment  oppHDrtunities  for 
the  handicapped.  There  is  need  for  more  widespread  dissemination 
of  such  material. 

V  The  training  program  for  union  counselors  should  be  broadened  to 
include  greater  emphasis  on  rehabilitation  concepts  and  services  and 
practical  possibilities  of  bringing  greater  numbers  of  disabled  persons 
to  the  rehabilitation  services  they  need. 

V  Organized  labor  should  intensify  its  support  for  more  adequate  ap- 
proportions  of  funds  at  the  federal,  state,  and  local  levels  of  govern- 
ment for  the  provision  of  more  adequate  rehabilitation  facilities  and 
services. 

V  Greatest  progress  in  meeting  the  rehabilitation  needs  of  disabled 
people  is  generally  being  made  in  those  states  where  the  state  central 
labor  bodies  have  developed  a  good  working  relationship  with  the 
state  vocational  rehabilitation  agency,  have  become  familiar  with 
the  agency's  activities  and  problems,  have  supported  more  adequate 
appropriations,  and  have  called  to  the  agency's  attention  experiences 
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and  views  that  might  lead  to  improvements  in  rehabilitation  pro- 
grams. 

V  In  all  states  there  are  professional  organizations,  civic  groups  and 
others  working  together  and  moving  toward  the  same  goals  in  support 
of  rehabilitation  services.  The  participation  of  organized  labor  would 
strengthen  such  efforts. 

At  the  Local  Level: 

V  Labor  unions  wishing  to  give  rehabilitation  an  up-graded  emphasis  in 
union  affairs  should  give  first  consideration  to  those  on-going  activities 
to  which  a  rehabilitation  emphasis  can  be  properly  "latched  on," 
e.g.,  encouraging  more  involvement  in  rehabilitation  matters  on  the 
part  of  such  regular  committees  as  the  workmen's  compensation, 
legislative,  health  and  welfare,  and  community  services  committees. 

V  Membership  of  union  members  and  officers  on  the  boards  and  com- 
mittees of  community  rehabilitation  organizations  should  be  encour- 
aged, as  well  as  attendance  at  community  workshops  and  meetings 
concerned  with  rehabilitation  services. 

V  Union  meetings,  union  newspapers  and  other  media  of  membership 
education  should  be  used  to  increase  the  awareness  of  members  as  to 
the  availability  of  rehabilitation  services  to  help  those  with  conditions 
that  impair  their  ability  to  function  adequately. 

V  One  of  the  very  best  ways  of  helping  union  counselors  and  union 
officers  understand  how  rehabilitation  services  actually  help  people 
is  to  arrange  that  they  visit  rehabilitation  facilities. 

V  In  metropolitan  areas,  periodic  meetings  should  be  arranged  to  pro- 
vide opportunities  for  an  interchange  of  information,  ideas  and  ex- 
periences on  the  part  of  those  concerned  with  developing  ways  of 
giving  up-graded  attention  to  rehabilitation  in  union  affairs. 

V  Labor  unions  should  cooperate  with  other  community  groups  in 
identifying  unmet  rehabilitation  needs  and  also  in  mobilizing  com- 
munity support  for  action  to  meet  such  needs. 

V  Unions  should  extend  their  union  counseling  programs  to  emphasize 
and  facilitate  early  referrals  for  vocational  rehabilitation  services. 

V  Unions  using  claims  processors  for  the  review  of  claims  submitted  by 
physicians  and  hospitals,  should  develop  arrangements  to  help  them 
"spot"  those  who  should  be  referred  to  professional  personnel  for  a 
determination  of  their  need  for  referral  for  rehabilitation  services. 

V  Local  central  labor  bodies  should  seek  the  establishment  of  central 
information  and  referral  services  to  which  union  counselors  can  steer 
rehabilitation  prospects  for  a  review  of  their  needs  and  referral  to 
the  proper  rehabilitation  agencies. 
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V  So-called  "screening  clinics"  are  operating  successfully  in  some  com- 
munities for  union  members  and  their  dependents  who  appear  to  be 
in  need  of  rehabilitation  services.  Local  central  labor  bodies  should 
investigate  the  possibilities  of  having  such  "screening  clinics"  estab- 
lished in  their  communities. 

V  Labor  leaders  should  visit  the  sheltered  workshops  in  their  local  com- 
munities and  become  familiar  with  their  objectives,  programs  and 
policies. 

V  Public  health  departments  should  be  encouraged  to  promote  programs 
deahng  with  the  public  health  aspects  of  disability,  and  public  wel- 
fare departments  should  be  encouraged  to  provide  for  the  rehabiHta- 
tion  needs  of  aged,  blind,  and  disabled  persons  receiving  public  as- 
sistance through  their  medical  care  and  social  service  programs. 

V  General  hospitals  should  be  encouraged  to  establish  comprehensive 
rehabilitation  units  wherever  appropriate,  to  promote  restorative  serv- 
ice concepts  in  every-day  practice,  and  to  promote  an  increased  sensi- 
tivity to  the  rehabilitation  problems  of  patients  for  which  referrals 
must  be  made  to  other  programs. 
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Chapter  2 


GUIDELINES  FOR  REHABILITATION  AGENCIES 
WORKING  WITH  LABOR 

Understanding  the  Organizational  Structure  of  Organized  Labor 

As  rehabilitation  agencies — public  and  voluntary — develop  cooperative 
working  relationships  with  organized  labor,  it  is  important  for  them  to 
have  a  clear  understanding  of  the  structure  of  organized  labor  and  how 
it  operates. 

The  American  Federation  of  Labor  and  Congress  of  Industrial  Organi- 
zations (AFL-CIO)  is  made  up  of  136  different  national  and  interna- 
tional unions,  which  in  turn  have  more  than  60,000  local  unions.  There 
are  also  530  local  unions  directly  affiliated  with  the  AFL-CIO.  In  addi- 
tion, there  are  a  number  of  independent  unions  which  are  not  associated 
with  the  AFL-CIO.  Some  of  them  are  nationwide  in  scope  and  each 
has  developed  its  own  structural  organization  to  serve  its  particular  needs. 
Literature  on  this  is  available,  upon  request  from  the  AFL-CIO, 
the  independent  unions  and  the  U.  S.  Department  of  Labor.  In  some 
instances  directories  listing  top  level  personnel  are  also  available. 

The  precise  type  of  information  that  any  particular  rehabilitation 
agency  might  need  would  depend  on  many  factors,  such  as  the  following : 
.   .   .  Whether  its  operation  is  of  national,  state  or  local  scope. 
.   .   .  Whether  it  is  a  public  or  voluntary  operation. 
.  .   .  Whether  there  are  some  unions  which  are  particularly  dominant 
in  its  area  of  operation. 

In  other  words,  while  a  large  national  organization  might  have  reason 
for  dealing  with  the  national  headquarters  staff  of  a  union,  a  local  re- 
habilitation agency  is  more  likely  to  deal  with  the  local  central  labor 
body.  There  are,  however,  several  aspects  of  the  organizational  structure 
of  the  AFL-CIO  which  are  likely  to  be  of  general  interest  to  many 
rehabilitation  agencies. 

/nfernaffona/  Unions:  Each  international  union  is  autonomous,  and  as  it 
develops  its  program  in  relation  to  rehabilitation  it  does  so  in  its  own 
way  to  meet  its  specific  needs.  As  an  international  union  highlights  a 
rehabilitation  emphasis  in  its  program,  it  utilizes  its  various  communica- 
tion and  educational  media  to  stimulate  and  encourage  its  local  unions 
to  give  appropriate  attention  to  rehabilitation,  thus  lending  the  official 
prestige  of  the  international  union  to  this  program.  There  are  many 
examples  of  programs  which  are  widely  promoted  by  international  unions 
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such  as  labor's  participation  in  fund  raising  for  health  and  welfare  serv- 
ices, in  blood  banks,  in  activities  for  retired  workers,  and  in  projects  for 
the  mentally  ill.  In  this  connection,  it  is  noted  that  all  international 
unions  have  education  and  research  departments — headed  by  profes- 
sional staffs — which  have  an  important  role  in  the  promotion  of  local 
union  interest  in  rehabilitation.  Federal  agencies  and  national  associa- 
tions in  the  field  of  rehabilitation  can  be  helpful  to  them  by  providing 
informational  material  and  otherwise  keeping  them  informed  about  sig- 
nificant developments. 

State  Central  Labor  Bodies:  There  is  a  state  central  labor  body  in  each 
of  the  states.  The  state  body,  composed  of  and  supported  by  the  different 
local  unions  in  the  particular  state,  functions  to  advance  the  state-wide 
interests  of  labor  and  represents  labor  on  state  legislative  matters.  Follow- 
ing are  illustrations  of  a  few  activities  of  state  central  labor  bodies  which 
would  be  of  particular  interest  to  rehabilitation  agencies: 
.   .   .   Where  a  state  law  calls  for  official  labor  representation  on  a  board 
or  commission,  the  state  central  labor  body  would  nominate  its 
official  representative.  It  would  likewise,  upon  request,  nominate 
representatives  to  serve  on  other  bodies  of  state-wide  significance. 
.   .   .   Where  a  state  rehabilitation  group  wishes  to  enlist  the  support  of 
organized  labor  in  efforts  involving  the  state  legislature,  e.g.,  in- 
creased appropriations  for  the  vocational  rehabilitation  program, 
it  would  deal  with  the  legislative  committee  of  the  state  central 
labor  body. 

.  .  .  Where  a  state  central  labor  body  sponsors  institutes,  summer 
schools,  conferences,  etc.,  which  include  the  subject  of  rehabilita- 
tion, it  could  look  to  rehabilitation  agencies  for  consultants, 
speakers,  films  and  literature. 

City  Central  Labor  Bodies:  In  each  of  almost  900  communities,  the  local 
unions  of  different  national  and  international  unions  have  formed  city 
central  bodies,  through  which  they  deal  with  civic  and  community  prob- 
lems and  other  local  matters  of  mutual  concern.  As  a  practical  matter, 
the  relationship  to  organized  labor  of  most  rehabilitation  organizations 
of  a  local  character  is  likely  to  be  channelled  through  the  central  labor 
body  in  their  particular  cities.  They  are  the  groups  which  nominate 
union  men  and  women  to  serve  on  boards  and  committees  of  local 
organizations  as  official  representatives  of  labor;  they  sponsor  institutes 
on  community  health  and  welfare  services ;  they  sponsor  union  counseling 
for  making  referrals  to  social  agencies,  and  serve  to  keep  local  unions 
advised  on  developments  of  general  interest. 

AFL-CIO  Community  Services  Activities:  At  the  national  level,  the  AFL- 
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CIO  has  established  the  AFL-CIO  Community  Services  Committee  with 
the  broad  purpose  of  stimulating  the  active  participation  by  members  and 
affiliated  unions  in  the  affairs  of  their  communities,  and  the  development 
of  sound  relationships  with  social  agencies.  The  Committee's  specific 
responsibility  is  to  plan  and  sponsor  activities  and  projects  that  encourage 
the  maximum  use  of  community  health  and  welfare  services  by  all  the 
people.  In  hne  with  these  objectives,  the  Committee  sponsors  a  program 
which  includes  the  following : 

Education  and  Information — To  provide  union  members  with  a  knowl- 
edge of  community  and  social  welfare  problems,  and  to  acquaint 
them  with  community  health  and  welfare  facilities  and  services. 
Referral  Service — To  cooperate  with  local  unions  and  with  central 
labor  bodies  in  training  union  members  as  referral  agents.  These 
union  counselors  assist  fellow  union  members  in  using  community 
health  and  welfare  agencies  in  resolving  personal  and  family 
problems. 

Union  Welfare  Activities — To  provide  local  union  leadership  with  the 
know-how  and  skills  to  organize  a  year-round  program  including 
such  activities  as  labor  representation  on  agency  boards,  blood 
banks,  programs  for  retired  workers  and  services  for  the  unem- 
ployed. 

Community  Organization — To  cooperate  with  other  community  groups 
in  improving  the  standards  and  practices,  and  expanding  the 
budgets  and  physical  facilities  of  needed  public  and  private  health 
and  welfare  agencies. 
In  addition  to  establishing  a  Community  Services  Committee  at  the 
national  level,  the  founding  AFL-CIO  convention  called  upon  all  AFL- 
CIO  international  unions,  all  state  and  local  central  labor  bodies,  and 
all  local  unions  to  establish  active  community  services  committees  and  to 
pursue  a  year-around  program  of  action  and  service.   In  most  of  the 
larger  cities,  union  members  selected  by  the  central  labor  body  serve  on 
the  stafT  of  the  United  Fund  or  Community  Chest  to  carry  out  a  com- 
munity services  program  through  both  community  and  union  channels. 
There  are  approximately  120  such  AFL-CIO  Community  Services 
Activities  Representatives. 

Labor  Representation  on  Boards  and  Committees 

General  Principles:  More  than  60,000  men  and  women  from  the  ranks 
of  organized  labor  currently  serve  on  boards  and  committees  of  public 
and  voluntary  community  health  and  welfare  organizations.  This  is  in 
line  with  organized  labor's  view  that  social  agency  boards  and  committees 
should  be  representative  of  the  total  community  and  should  therefore 
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include  labor  representation — particularly  with  respect  to  those  agencies 
that  serve  the  total  public  and  rely  on  the  public  for  financial  support. 
In  some  instances,  organizations  have  sought  labor  representation  on 
their  boards  and  committees  while  in  other  instances  organized  labor  has 
taken  the  initiative  to  join  with  such  efforts.  In  this  connection,  it  is 
noted  that  the  official  AFL-GIO  resolution  on  community  services  de- 
clares that  the  AFL-GIO  is  dedicated  to  the  proposition  that  "what  is 
good  for  the  community  is  good  for  labor  and  it  is  in  this  spirit  that 
members  of  the  AFL-CIO  function  first  and  foremost  as  citizens  of  their 
communities."  From  time  to  time,  the  AFL-CIO  Community  Services 
Committee  has  outlined  general  principles  involved  in  labor's  participa- 
tion on  boards  and  committees  of  social  agencies,  such  as  the  following: 
...  It  is  AFL-CIO  policy  that  no  one  can  be  an  official  spokesman 
for  a  central  labor  body  unless  he  has  been  officially  designated  as 
such.  Thus,  while  an  agency  might  elect  to  its  board  someone 
who  happens  to  be,  among  other  things,  a  union  member,  he  is 
not  a  representative  of  the  AFL-CIO  unless  recommended  for 
the  position  by  the  central  labor  body. 
.  .  .  Organized  labor  recognizes  the  right  of  agencies  to  elect  their 
own  board  and  committee  members  while  at  the  same  time  re- 
serving to  itself  its  right  to  nominate  its  own  spokesmen  and 
representatives. 

In  other  words,  there  is  a  clear  distinction  between  a  union  member 
who  serves  on  an  agency  board  in  an  individual  capacity  and  a  union 
member  who  is  officially  nominated  by  and  is  thereby  the  official  repre- 
sentative of  the  central  labor  body.  The  former  may  express  his  personal 
views  only  and  cannot  be  regarded  as  the  official  representative  of 
organized  labor. 

General  Procedure:  When  an  agency  wishes  to  have  official  union  repre- 
sentation on  its  board  or  committees,  it  should  get  in  touch  with  the 
appropriate  central  labor  body.  The  state  central  labor  body  makes 
nominations  for  assignments  of  state- wide  significance,  while  local  central 
labor  bodies  handle  nominations  for  local  organizations.  As  a  matter  of 
general  procedure,  such  requests  should  be  made  to  the  president  of  the 
central  labor  body.  However,  where  the  central  labor  body  has  a  Com- 
munity Services  Committee,  the  CSC  representative  will  review  with  the 
agency  the  functions  and  responsibilities  of  the  agency  board,  the  fre- 
quency of  meetings,  the  personal  qualifications  which  would  be  helpful 
in  the  prospective  board  member,  and  other  information  which  might  be 
useful  in  making  a  selection.  On  the  basis  of  such  information,  the  cen- 
tral labor  body  is  in  a  position  to  recommend  a  qualified  union  member. 
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Agencies  are  actually  using  many  variations  of  this  general  procedure 
including  the  following: 

.  .  .  An  agency  may  ask  the  central  labor  body  to  nominate  two  or 
three  potential  board  members,  reserving  for  itself  the  right  to 
make  the  final  selection. 

.  ...  An  agency  may  suggest  the  names  of  one  or  more  union  members 
who,  on  the  basis  of  their  known  interest  in  the  agency's  work 
and  because  of  their  special  abihties  are  considered  particularly 
well-qualified. 

In  making  nominations,  the  central  labor  body  should  make  every 
effort  to  recommend  union  members  who  are  genuinely  interested  in  the 
work  of  the  particular  agency,  have  a  constructive  contribution  to  make 
in  advancing  its  objectives,  and  can  work  well  with  the  others  serving  on 
the  particular  board  or  committee.  However,  in  the  event  that  a  labor 
representative  should  find  it  difficult  to  serve  or  is  otherwise  not  working 
out  satisfactorily,  the  agency  should  review  the  situation  frankly  with  the 
central  labor  body  and,  where  necessary,  a  replacement  can  be  arranged. 

Special  Considerations:  As  an  agency  seeks  official  union  representation 
on  its  board  or  committees,  one  or  more  of  the  following  special  consid- 
erations may  enter  into  the  picture: 

.  .  .  When  a  new  agency  or  program  is  being  established,  organized 
labor's  interest  and  participation  should  be  solicited  at  the  earliest 
stage  possible. 

.  In  the  case  of  statutory  commissions,  boards  or  committees  call- 
ing for  labor  representation,  it  is  particularly  important  to  go 
through  proper  labor  channels. 
.  .  .  Where  the  board  or  committee  assignment  involves  highly  techni- 
cal matters,  it  is  important  to  make  this  perfectly  clear  to  the 
central  labor  body  to  guide  them  in  the  selection  of  a  knowledge- 
able person. 

Opportunities  for  Working  Together  to  Serve  the  Disabled 

Whenever  representatives  of  the  labor  and  rehabilitation  movements 
meet  to  explore  new  and  better  ways  of  working  togther,  they  inevitably 
discover  a  broad  area  of  common  concern  with  the  problems  of  the  un- 
productive disabled  worker  and  others  in  need  of  rehabilitation  services. 
They  likewise  find  that  they  share  the  common  objective  of  developing 
ways  of  bringing  together  the  disabled  person  and  the  rehabilitation 
services  he  needs.  Within  the  context  of  this  common  objective,  there  is 
the  need  for  representatives  of  the  labor  and  rehabilitation  movements  to 
work  out  together  the  practical  day-to-day  relationships  to  help  achieve 
this  common  goal. 
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Metropolitan  Area  Meetings:  Prior  to  the  Atlantic  City  conference,  one- 
day  meetings  of  rehabilitation  and  labor  representatives  were  held  in  two 
metropolitan  areas — Pittsburgh  and  Minneapolis-St.  Paul — at  the  sug- 
gestion of  the  National  Institute  on  Rehabilitation  and  Labor  Health 
Services.  These  meetings  served  an  important  role  in  the  agenda-building 
effort  for  this  National  Institute  in  that  they  uncovered  and  emphasized 
many  "grass-root"  problems  which  were  given  consideration  by  our 
technical  committees  and  also  at  the  Atlantic  City  conference.  Each 
metropolitan  area  meeting  was  limited  to  a  group  of  approximately  20 
participants  in  order  to  keep  it  down  to  a  manageable  round-table  dis- 
cussion size.  Participants  were  approximately  equally  divided  from  the 
rehabilitation  and  labor  fields.  Not  only  did  these  meetings  serve  their 
intended  purposes  for  the  National  Institute,  but  they  also  helped  to 
develop  patterns  which  can  be  useful  in  other  metropolitan  areas  for 
bringing  together  local  rehabilitation  and  labor  representatives  for  a  joint 
consideration  of  rehabilitation  matters  of  mutual  interest.  The  following 
suggestions  are  based  on  the  experience  of  both  the  Pittsburgh  and  the 
Minneapolis-St.  Paul  meetings: 

.  .  .  The  state  chapter  of  the  National  Rehabilitation  Association 
should  take  the  initiative  for  sponsoring  the  meeting. 

.  .  .  The  state  central  labor  body  should  be  advised  and  consulted.  If 
possible,  a  meeting  should  be  held  between  officers  of  the  NRA 
state  chapter  and  the  state  central  labor  body  at  which  the  gen- 
eral plan  and  ways  of  implementing  it  could  be  considered.  At 
such  a  meeting,  consideration  could  also  be  given  to  a  selection 
of  metropolitan  areas  which  would  profit  from  a  local  meeting 
and  what  the  state  central  labor  body  might  do  to  encourage 
local  union  interest  and  participation. 

...  In  areas  where  local  meetings  are  to  be  held,  a  committee  con- 
sisting of  local  rehabilitation  workers  should  be  set  up  to  make 
the  necessary  arrangements  for  meeting  place,  invitations,  agenda, 
etc. 

.  .  .  In  those  communities  where  there  is  an  AFL-CIO  Community 
Services  Representative,  the  local  planning  committee  should  con- 
sult him  in  advance  of  getting  in  touch  with  the  local  central 
labor  body.  He  can  be  helpful  in  explaining  the  plan  to  the  cen- 
tral labor  body,  in  suggesting  union  representatives  who  can  make 
a  helpful  contribution  to  the  effort,  and  in  shaping  the  agenda. 

.  .  .  The  number  of  participants  should  be  kept  down  to  a  round-table 
discussion  size,  with  approximately  the  same  number  from  the 
rehabilitation  and  labor  movements. 

.   .   .  Representatives  from  the  rehabilitation  movement  should  be 
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broadly  representative  of  the  various  fields  of  rehabilitation  work 
including  the  state  vocational  rehabilitation  agency,  rehabilitation 
centers,  sheltered  workshops,  hospitals,  employment  service,  etc. 
.  .  .  Representatives  from  the  labor  movement  should  include  officers 
and  committee  chairmen  of  the  central  labor  body,  the  AFL-GIO 
Community  Services  Representative,  union  counselors,  and  repre- 
sentatives from  those  unions  which  have  large  memberships  in 
the  area. 

.  .  .  If  possible,  the  meeting  should  be  held  at  a  rehabilitation  facility 
so  as  to  combine  the  meeting  with  a  tour  of  the  facility.  The  tour 
can  be  most  helpful  if  it  is  given  an  early  place  on  the  agenda 
since  it  provides  a  first-hand  opportunity  to  observe  rehabilitation 
at  work — the  people  being  served,  those  providing  the  services, 
and  the  equipment  and  activities. 

.  .  .  The  agenda  should  be  designed  to  provide  the  labor  representa- 
tives with  a  picture  of  the  range  of  rehabilitation  services  available 
in  the  community,  to  provide  the  rehabilitation  representatives 
with  an  understanding  of  the  problems  experienced  by  unions  in 
obtaining  needed  services  for  their  members,  and  finally  to  pro- 
vide both  groups  with  an  opportunity  to  explore  better  ways  of 
working  together  to  serve  disabled  persons  in  need  of  rehabilita- 
tion services. 

Wherever  possible,  a  joint  steering  committee  should  be  set  up  to 
consider  the  advisability  of  arranging  for  additional  meetings. 

Labor  Involvement  in  Rehabilitation  Activities:  Rehabilitation  organiza- 
tions should  take  the  initiative  to  create  opportunities  for  organized  labor 
to  take  part  in  various  activities,  such  as  the  following: 
.   .   .  National  organizations  in  the  field  of  rehabilitation  should  include 
representatives  of  organized  labor  on  their  invitation  lists  for  all 
those  conferences,  meetings,  institutes,  study  groups,  etc.,  in  which 
labor  participation  would  be  appropriate. 
,   .   .   State  chapters  of  the  National  Rehabilitation  Association  and 
other  national  voluntary  organizations  in  the  field  of  rehabilita- 
tion should  likewise  invite  representatives  of  organized  labor  to 
their  annual  conferences  and  other  activities. 
...  At  the  local  level,  community  committees  concerned  with  reha- 
bilitation matters  which  are  sponsored  by  the  council  of  social 
agencies  or  similar  group  should  invite  labor  participation. 
It  should  be  recognized  that  organizations  comprising  organized  labor 
include  both  professional  and  nonprofessional  personnel  and  this  should 
be  taken  into  consideration  when  inviting  labor  participation.  For  exam- 
ple, many  union  health  centers  are  headed  by  physicians,  and  union 
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education  departments  are  headed  by  educators.  On  the  other  hand, 
many  union  officers  and  union  members  taking  an  active  interest  in 
rehabilitation  and  other  community  affairs  are  lay  persons.  Those  re- 
sponsible for  organizing  community  committees  concerned  with  rehabili- 
tation matters  which  include  nonprofessional  members  should  use  the 
same  approaches  and  techniques  to  encourage  the  latter  category  of 
union  personnel  as  is  used  to  encourage  participation  by  other  lay  persons 
in  community  affairs — namely,  full  interpretation  of  the  nature,  purposes 
and  importance  of  the  program  or  task  which  is  involved.  The  union 
members  should  also  be  made  aware  of  the  fact  that  the  committee 
includes  other  non-professional  persons. 

Training  Programs:  Central  labor  bodies,  national  and  international 
unions,  large  local  unions  and  other  components  of  organized  labor 
sponsor  summer  schools,  conferences,  and  other  education  and  training 
activities.  While  they  cover  the  wide  range  of  organized  labor's  interests, 
considerable  attention  is  given  to  organized  labor's  concern  with  com- 
munity health  and  welfare  affairs.  As  up-graded  attention  is  given  to  the 
subject  of  rehabihtation,  those  responsible  for  planning  such  training 
programs  will  be  turning  to  rehabilitation  leaders  for  suggestions  and 
help  in  developing  the  rehabilitation  content  of  union  training  programs. 

.  .   .  Rehabihtation  workers  can  ser\'e  as  consultants,  lecturers,  and  in 
similar  capacities. 

.   .   .  Rehabilitation  workers  can  help  adapt  existing  teaching  materials 
for  union  use. 

There  is  a  particular  need  for  teaching  materials  which  present  in  dis- 
cussion outline  format  basic  material  on  rehabihtation  concepts  and  serv- 
ices which  can  be  used  as  a  basis  for  union  education  and  training 
programs.  Special  attention  should  be  given  to  the  elimination  of  techni- 
cal language  which  is  not  readily  understood  by  the  lawman. 

Health  and  Welfare  Institutes:  Local  central  labor  bodies  frequently 
sponsor  one  day  health  and  welfare  institutes  to  help  develop  greater 
understanding  of  community  social  welfare  programs.  In  addition  to 
union  members,  most  institutes  welcome  representatives  of  conmiunity 
social  agencies — both  pubHc  and  voluntary.  While  some  institutes  largely 
center  around  the  AFL-CIO  Community  Ser\dces  Program,  others  have  a 
more  general  program  dealing  with  community  services  and  possible 
ways  of  improving  them.  More  speciaHzed  institutes  are  also  held  which 
are  limited  to  one  or  two  specific  "problems"  or  "topics"  on  which  there 
is  sufficient  interest  to  give  it  more  intensive  consideration,  such  as  services 
to  the  unemployed,  the  special  needs  of  the  older  or  retired  worker,  etc. 
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Many  institutes  use  a  combination  of  speakers  and  panel  discussions, 
with  questions  and  floor  discussion. 

.  .  .  Central  labor  bodies  should  increasingly  include  rehabilitation 
services  on  the  program  of  such  one  day  health  cuid  welfare  in- 
stitutes since  such  services  comprise  an  important  segment  of 
community  health  and  welfare  programs.  Rehabilitation  workers 
could  be  used  as  consultants,  resource  people,  speakers  and  dis- 
cussion leaders. 

...  It  would  be  desirable  to  set  up  a  joint  labor-rehabiUtation  plan- 
ning committee  in  several  communities  to  plan  for  one  day  insti- 
tutes entirely  devoted  to  the  subject  of  rehabilitation.  Such  pilot 
meetings  could  well  establish  patterns  which  might  be  followed 
in  other  communities. 

Pamphlets  for  Union  Use:  Most  of  the  currently  available  rehabilitation 
literature  is  too  technical  for  labor  union  use.  There  is  need,  for  example, 
for  a  number  of  pamphlets  such  as  the  following: 

...  A  pamphlet  which  explains  in  nontechnical  language  what  is 
meant  by  "rehabilitation"  and  why  it  is  important  to  the  union 
member  and  his  family.  While  professional  rehabilitation  workers 
can  usually  agree  upon  a  definition  of  rehabilitation  and  related 
terms,  their  definitions  too  frequently  are  not  helpful  for  one  lay- 
man to  use  in  trying  to  explain  rehabilitation  to  another  layman — 
as  would  be  the  case  when  a  union  officer  discusses  the  subject  at 
a  union  meeting. 

.  .  .  A  model  pamphlet,  specifically  prepared  for  union  use,  which 
explains  the  various  rehabilitation  services  available  in  a  given 
community  and  how  one  goes  about  to  obtain  them.  Existing 
directories  which  are  geared  to  the  needs  of  professional  workers, 
have  limited  use  for  labor  unions.  If  the  general  framework  and 
structure  of  one  good  pamphlet  could  be  developed  for  one  com- 
munity, it  could  be  used  as  a  model  and  adapted  for  other  com- 
munities. 

.  .  .  A  pamphlet  which  explains  the  special  role  of  the  rehabilitation 
counselor  and  how  he  serves  the  disabled  client  directly  with  his 
own  skills  and  also  in  securing  other  help  for  him  in  meeting  his 
economic,  psychological,  educational,  medical,  and  vocational 
needs. 

Pamphlets  for  union  use  should  be  couched  in  practical  terms  with 
references,  whenever  appropriate,  to  "success  stories"  of  union  members 
and  their  dependents  who  were  helped  by  rehabilitation  services. 

Union  Membership  Meetings:  Regular  union  membership  meetings 
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afford  opportunities  for  programs  on  rehabilitation  which  can  serve  a 
two-fold  purpose.  They  can  provide  interesting  subjects  to  help  bring 
out  the  union  membership  to  meetings  and  at  the  same  time  help  increase 
their  awareness  of  available  community  rehabilitation  services.  Such 
programs  could  include  films,  exhibits,  and  speakers — supplemented  by 
tours  of  rehabilitation  facilities — and  should  be  designed  to  increase  the 
members'  understanding  of  rehabilitation,  why  it  is  important,  and  how 
they  can  obtain  needed  services  for  themselves  and  members  of  their 
families. 

.  .  .  Where  a  film  is  shown  which  deals  with  a  particular  aspect  of 
rehabilitation  —  e.g.,  vocational  rehabilitation  —  arrangements 
should  be  made  to  have  a  representative  from  a  vocational  re- 
habilitation program  at  hand  to  answer  questions  which  the  film 
might  stimulate. 

.   .   .   In  addition  to  the  general  subject  of  rehabilitation,  some  pro- 
grams might  be  centered  around  special  disabilities  which  are 
fairly  common  such  as  heart  and  lung  cases,  arthritic  conditions, 
and  hearing  and  speech  difficulties. 
.   .   .  There  are  several  possible  resources  to  which  a  union  can  turn 
for  suggestions  and  help  in  obtaining  films  and  speakers,  including 
the  following:  the  state  vocational  rehabilitation  agency;  the 
state  chapter  of  the  National  Rehabilitation  Association;  the 
state  or  local  chapters  of  national  health  organizations,  and  the 
Group  Health  Association  of  America. 
.   .   .   Consideration  should  be  given  to  a  program  at  which  several 
members  of  a  rehabilitation  team   (the  doctor,  the  physical 
therapist,  the  social  worker,  etc. )  explain  how  they  work  together 
in  helping  the  client. 
.   .   .  Whenever  possible,  rehabilitation  should  not  be  presented  as  a 
separate  entity  but  rather  in  the  context  of  on-going  union  activi- 
ties, e.g.,  the  health  insurance  plan,  workmen's  compensation,  etc. 
Rehabilitation  workers  participating  in  such  programs  should  make 
every  effort  to  keep  their  presentation  on  a  practical  rather  than  philo- 
sophical basis,  to  use  a  minimum  of  technical  language,  and  to  avoid  the 
jargon  of  the  professional  worker.  In  doing  so,  however,  they  should 
bear  in  mind  that  when  a  professional  worker  talks  to  a  lay  audience  in 
nonprofessional  language,  he  must  make  special  efforts  to  avoid  sounding 
as  though  he  is  "talking  down"  to  them. 

Demonsfraf/on  Pro/ecfs;  Considerable  progress  has  been  made  in  health 
and  welfare  fields  through  the  use  of  demonstration  projects.  These  are 
particularly  valuable  where  there  is  an  excessive  lag  in  the  application 
of  techniques  of  proven  value.  A  successful  demonstration  which  can 
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point  to  practical  achievements  can  often  be  far  more  effective  in  getting 
action  than  other  forms  of  persuasion.  Projects  along  the  following  lines, 
for  example,  might  prove  useful : 

...  A  project  to  demonstrate  how  a  labor  union  can  best  locate  union 
members  and  dependents  who  are  in  need  of  rehabilitation  serv- 
ices and  how  to  manage  referrals  effectively. 
.   .   .  A  project  conducted  in  a  large  industrial  plant  to  demonstrate 
what  rehabilitation  can  do  for  the  disabled  worker  when  the 
services  of  a  rehabilitation  counselor  are  made  available  to  expe- 
dite referrals  for  rehabilitation  services. 
A  labor  union  can  qualify  for  a  federal  grant  to  finance  a  demonstra- 
tion project  if  it  meets  the  criteria  set  by  the  Office  of  Vocational  Re- 
habilitation for  such  grants.    Instructions  regarding  federal  grants  may 
be  obtained  from  state  vocational  rehabilitation  agencies.    In  some  cir- 
cumstances, it  may  be  desirable  for  a  labor  union  to  arrange  for  joint 
sponsorship  with  a  rehabilitation  organization. 

Facilitating  Referrals:  Referrals  of  union  members  and  their  dependents 
for  rehabilitation  services  are  being  made  by  union  counselors,  commu- 
nity service  activities  representatives,  business  agents,  and  other  union 
officers.  Following  are  a  few  of  the  many  ways  in  which  rehabilitation 
agencies  can  help  them  in  this  effort. 

.  .  .  The  full-time  AFL-CIO  Community  Services  Representatives  are 
an  important  link  to  the  75,000  union  counselors  who,  in  their 
role  of  "referral  agents,"  are  making  the  bulk  of  referrals  of 
union  members  to  community  health  and  welfare  agencies.  The 
former  should,  whenever  possible,  be  invited  to  attend  orientation 
training  institutes  for  newly  employed  rehabilitation  counselors. 
Attendance  at  such  institutes  would  help  deepen  their  under- 
standing of  rehabilitation  resources  and  practices  and  enable 
them  to  be  more  helpful  in  rehabilitation  matters  to  the  union 
counselors  with  whom  they  come  in  contact. 

.  .  .  Rehabilitation  agencies  should  furnish  interested  unions  with  the 
name,  address,  and  telephone  number  of  a  particular  staff  mem- 
ber whom  they  may  contact  when  they  have  any  question  about 
making  a  referral. 

.  .  .  The  state  vocational  rehabilitation  agency  should  designate  one 
or  more  staff  members  to  be  available  for  consultation  with  unions 
wishing  to  develop  regular  arrangements  for  making  referrals  and 
with  whom  the  unions  may  consult  with  respect  to  the  advisability 
of  making  referrals  of  individual  union  members  or  their  de- 
pendents. 

...   In  communities  where  groups  of  union  officials  meet  regularly, 
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e.g.,  business  agents,  it  would  be  helpful  for  a  panel  of  rehabilita- 
tion authorities  to  meet  with  them  occasionally  to  consider  ways 
of  increasing  and  improving  referrals. 
...  In  metropohtan  areas,  arrangements  should  be  made  to  have  a 
representative  group  of  rehabilitation  workers  meet  periodically 
with  union  representatives  to  review  their  experience  and  prob- 
lems in  making  effective  referrals  and  to  explore  possible  im- 
provements. 

Cooperative  efforts  such  as  these  should  result  in  bringing  the  benefits 
and  miracles  of  modern  rehabilitation  services  to  a  greater  number  of 
people  who  need  them — to  hasten  the  return  of  the  disabled  worker  to 
his  job  and  pay  check,  to  restore  the  handicapped  housewife  to  the  point 
where  she  can  discharge  her  household  duties  again,  and  to  provide  help 
that  will  enable  a  disabled  child  to  overcome  his  handicap. 

Guidelines  for  Action 

V  Conferences  such  as  the  National  Institute  on  Rehabihtation  and 
Labor  Health  Services  should  be  held  periodically  to  enable  repre- 
sentatives from  the  labor  and  rehabilitation  movements  to  meet  to 
consider  ways  of  working  together  to  achieve  common  objectives. 

V  Conference  similar  to  the  Atlantic  City  meeting  should  be  held  at 
state  and  local  levels  to  help  implement  the  "guidehnes  for  action" 
developed  by  the  National  Institute  on  Rehabilitation  and  Labor 
Health  Services. 

V  Federal  agencies  and  national  associations  in  the  field  of  rehabilita- 
tion can  be  helpful  to  national  and  international  unions  by  providing 
them  with  informational  material  and  otherwise  keeping  them  in- 
formed about  significant  developments. 

V  National,  state  and  local  rehabihtation  organizations  should  take  the 
initiative  to  create  opportunities  for  representatives  of  organized  labor 
to  participate  in  their  conferences,  study  groups,  etc.,  in  which  labor 
participation  is  appropriate. 

V  Rehabihtation  officials  and  workers  with  responsibihty  for  working 
\vdth  labor  unions  should  have  a  clear  understanding  of  the  structure 
of  organized  labor  and  how  it  operates. 

V  Rehabihtation  organizations  which  are  in  a  position  to  supply  films, 
exhibits,  speakers,  etc.,  upon  request,  should  make  this  known  through 
appropriate  labor  channels  so  that  more  labor  unions  might  avail 
themselves  of  such  services. 

V  Rehabilitation  organizations  providing  speakers  for  union  sponsored 
meetings  should  brief  them  on  the  importance  of  making  their  pres- 
entations on  a  practical  rather  than  philosophical  basis,  to  use  non- 
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technical  language  wherever  possible,  and  to  avoid  "talking  down" 
to  their  audience. 

V  There  is  a  need  for  nontechnical  teaching  material  for  union  train- 
ing programs  which  present  in  discussion  outiine  format  basic  ma- 
terial on  rehabilitation  concepts  and  services. 

V  When  a  new  agency  or  program  is  being  established  in  which  it  is 
contemplated  to  seek  labor  interest  and  participation,  this  should  be 
solicited  at  the  earliest  stage  possible. 

At  the  State  Level: 

V  State  vocational  rehabilitation  agencies,  state  chapters  of  the  National 
Rehabilitation  Association  and  other  rehabilitation  organizations  at 
the  state  level  should  take  steps  to  develop  an  effective  working  rela- 
tionship with  the  state  central  labor  body  with  respect  to  specific 
ways  of  promoting  labor-rehabilitation  cooperation  not  only  at  the 
state  level  but  also  in  local  communities  throughout  the  state. 

V  Rehabilitation  organizations  concerned  with  matters  involving  the 
state  legislature  should  look  into  the  possibility  of  coordinating  their 
efforts  with  those  of  the  legislative  committee  of  the  state  central 
labor  body. 

V  State  chapters  of  the  National  Rehabilitation  Association  should  con- 
sider the  usefulness  of  sponsoring  meetings  in  metropolitan  areas  to 
bring  together  a  representative  group  of  rehabiUtation  and  labor 
representatives  for  a  joint  consideration  of  rehabilitation  matters  of 
mutual  interest. 

V  State  vocational  rehabilitation  agencies  should  designate  a  staff  mem- 
ber to  be  available  for  consultation  with  labor  unions  with  respect  to 
arrangements  for  making  referrals. 

\/  State  vocational  rehabilitation  agencies  should  supply  state  central 
labor  bodies  with  a  roster  of  state,  regional  and  local  officers,  includ- 
ing rehabilitation  counselors  covering  particular  areas  of  the  state. 

V  AFL-CIO  Community  Services  Representatives  should  be  invited  to 
attend  orientation  training  institutes  for  newly  employed  rehabilita- 
tion counselors. 

At  the  Local  Level: 

V  Local  rehabilitation  organizations  interested  in  obtaining  official  labor 
representation  on  their  board  or  committees  should  contact  the  AFL- 
CIO  Community  Services  Representative  in  their  area  or  the  presi- 
dent of  the  local  central  labor  body. 

V  In  metropolitan  areas,  arrangements  should  be  made  for  a  periodic 
joint  meeting  of  rehabilitation  and  labor  representatives  to  review 
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experiences  and  problems  in  making  effective  referrals  for  rehabilita- 
tion services. 

V  Local  rehabilitation  organizations  should  acquaint  the  AFL-GIO 
Community  Services  Representative  with  their  program  and  activities 
and  explore  possible  areas  of  cooperation. 

V  Local  rehabilitation  organizations  should  designate  a  particular  staff 
member  whom  union  representatives  can  contact  should  they  have 
any  referral  problems  or  questions. 

V  Rehabilitation  organizations  should  consider  the  possibilities  of  dem- 
onstration projects  which  might  promote  labor-rehabilitation  coopera- 
tion in  serving  disabled  persons. 

V  Existing  local  directories  which  are  geared  to  the  needs  of  professional 
workers  have  limited  use  for  labor  unions.  There  is  need  to  develop 
a  model  directory,  specifically  prepared  for  union  use,  which  explains 
in  non-technical  language  the  rehabilitation  services  available  in  a 
given  community  and  how  one  obtains  them. 

V  Rehabilitation  organizations  should  respond,  whenever  possible,  to 
requests  for  help  in  developing  the  rehabilitation  content  of  union 
training  programs  and  for  rehabilitation  workers  who  can  serve  as 
consultants,  speakers,  etc. 

V  Community  committees  concerned  with  rehabilitation  matters  which 
are  sponsored  by  the  council  of  social  agencies  or  similar  groups, 
should  invite  labor  participation. 
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Chapter  3 


INCREASING  THE  REHABILITATION  EMPHASIS  IN 
LABOR  HEALTH  PROGRAMS 

Whaf  Are  Labor  Health  Programs? 

The  phenomenal  development  of  rehabilitation  programs  in  the  last 
decade  has  been  paralleled  by  a  literally  explosive  growth  of  labor  health 
programs.  As  of  early  1958,  almost  94  million  workers  and  dependents 
were  covered  by  some  form  of  health  insurance  through  the  workers' 
jobs  under  all  types  of  employee  benefit  plans.  In  addition,  about  2 
million  were  obtaining  medical  services  in  union  health  centers,  and, 
more  recently,  an  increasing  number  are  being  served  by  cooperative 
and  community  sponsored  prepayment  programs.  The  annual  payments 
to  these  plans  amount  to  almost  $3  billion.  By  virtue  of  the  sheer  magni- 
tude of  this  mass  purchasing  power,  labor  health  programs  will  continue 
to  exert  a  major  influence  over  the  changing  patterns  of  health  care  in 
this  country. 

Growth  of  Union  Health  and  Welfare  Plans:  The  growth  of  labor  health 
programs  is  due  primarily  to  the  so-called  health  and  welfare  programs 
negotiated  under  labor-management  collective  bargaining.  While  the 
first  collective  bargaining  agreement  to  provide  for  nonoccupational 
sickness  was  negotiated  over  30  years  ago,  it  was  not  until  the  World 
War  II  period  that  the  present  trend  became  evident  with  health  benefits 
assuming  a  major  place  on  the  collective  bargaining  agenda  along  with 
questions  of  hours,  wages  and  working  conditions.  In  view  of  the  far- 
reaching  importance  of  these  health  programs  to  labor  union  members 
and  their  dependents,  it  is  not  surprising  that  increasing  attention  is 
being  given  over  the  bargaining  table  to  ways  of  improving  these 
programs. 

Variations  in  Plans:  There  is  an  almost  bewildering  array  of  variations 
in  the  benefits  provided  under  the  different  types  of  collectively  bargained 
labor  health  programs.  In  the  very  broadest  sense,  such  programs  may 
be  classified  into  three  categories  with  the  pointed  reminder  that  there 
are  considerable  variations  among  different  programs  of  the  same  type: 

Cash  Indemnity  Insurance:  Under  this  plan,  the  benefits  are  provided 
in  the  form  of  cash  allowances  in  specified  amounts  toward  the 
cost  of  the  particular  services  listed  in  the  insurance  contract. 
The  amounts  and  range  of  cash  indemnities  vary  considerably 
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from  plan  to  plan.  As  a  general  rule,  home  and  office  medical 
care  is  rarely  covered,  and  cash  indemnities  cover  only  part  of 
the  hospital  bill  and  considerably  less  of  the  charges  for  the  physi- 
cian's care  during  hospitalization.  One  special  type  of  this  cate- 
gory is  "Major  Medical  Expense  Insurance,"  sometimes  called 
"catastrophic  insurance"  under  which  no  benefits  are  paid  for 
the  initial  expenses  up  to  amounts  specified  in  the  contracts. 
Indemnity  plans  are  generally  purchased  from  conmiercial  insur- 
ance companies. 

Service  Insurance:  Under  this  t>^e  of  health  insurance  plan,  the 
worker  and  his  dependents  generally  are  provided  with  actual 
services  (not  cash)  to  be  provided  by  physicians  or  hospitals 
when  needed.  The  plan  pays  the  hospital  or  doctor  bills  directly 
in  part  or  in  full  depending  upon  the  terms  of  the  contract.  Most 
such  plans  are  purchased  through  nonprofit  organizations  such 
as  Blue  Cross  or  Blue  Shield. 

Comprehensive  Service  Insurance:  Organized  labor  is  increasingly 
making  use  of  group  practice  providing  comprehensive  surgical 
and  medical  services,  e.g.,  general  physicians  and  specialists, 
home,  office  and  hospital  care.  These  service  organizations  and 
group  practice  units  are  generally  organized  on  a  nonprofit  basis 
under  the  auspices  of  cooperatives,  unions,  or  community-wide 
groups,  and  the  costs  are  paid  for  on  the  principle  of  health 
insurance,  that  is,  monthly  dues  for  each  member  or  family. 
Many  of  these  plans  have  their  own  staffs  of  doctors,  usually 
organized  as  a  medical  "group."  This  can  best  be  explained  by 
several  illustrations  of  health  programs. 

The  Health  Insurance  Plan  of  Greater  New  York  is  a  com- 
munity sponsored  program  under  which  over  555,000  persons  re- 
ceive comprehensive  medical  care  from  about  1,000  physicians 
who  have  organized  themselves  into  32  autonomous  medical 
groups.  Over  50  New  York  City  labor  unions  have  enrolled  their 
members  and  in  some  cases  the  families.  Employers  pay  at  least 
half  the  cost.  As  a  general  rule,  the  union's  welfare  fund  defrays 
the  employee's  cost.  They  also  have  hospitalization  insurance 
through  Blue  Cross. 

Group  Health  Association  of  Washington,  D.  C.  is  a  health 
cooperative  sponsored  program  serving  34,000  persons,  including 
10,000  union  members  and  their  dependents.  The  program  in- 
cludes diagnostic  and  treatment  services,  including  hospital  care, 
and  in  addition  to  its  own  staff  of  doctors,  the  Association  uses 


36 


part  time  consultants  who  are  specialists  in  various  branches  of 
medicine  and  surgery. 

The  Kaiser  Foundation  Health  Plan  is  a  physician  sponsored 
program  serving  about  600,000  persons,  a  high  percentage  of 
whom  are  union  members.  This  is  a  comprehensive,  direct  serv- 
ice, group  practice  prepayment  plan  operating  in  three  states — 
California,  Oregon  and  Washington.  In  addition,  the  Plan  owns 
and  operates  its  own  hospitals. 

In  promoting  comprehensive  health  services,  organized  labor  is  show- 
ing increasing  interest  in  comprehensive  service  plans  such  as  the  fore- 
going which  provide  direct  health  services,  including  preventive,  rather 
than  cash  indemnities  to  pay  part  of  the  cost  of  medical  and  hospital  bills. 

Labor  Health  Centers:  There  are  approximately  60  labor  health  centers 
throughout  the  nation,  owned  and  operated  by  labor  unions  or  represen- 
tative boards  of  union  and  management.  Ambulatory  medical  care  is 
being  provided  at  these  centers  for  approximately  2  million  beneficiaries. 
In  some  centers,  this  care  may  be  limited  to  diagnostic  services  while  in 
others  it  may  also  include  preventive  and  therapeutic  services,  but  in 
either  event  these  services  are  in  addition  to  medical  and  hospital  benefits 
under  Blue  Cross  and  Blue  Shield  and  other  insurance  plans.  Since  the 
establishment  of  the  Union  Health  Center  by  the  International  Ladies 
Garment  Workers'  Union  in  New  York  in  1913,  organized  labor  has 
sought  new  forms  for  health  centers  and  has  experimented  with  different 
approaches  and  methods  to  obtain  more  comprehensive  and  integrated 
health  services.  These  trends  may  be  illustrated  by  the  following 
examples : 

In  Philadelphia,  33  local  labor  unions  jointly  sponsor  the 
AFL  Medical  Service  Plan  as  a  cooperative  effort  in  order  to 
avoid  the  duplication  of  multiple  small  facilities. 

In  St.  Louis  some  15,000  labor  union  members  and  their  de- 
pendents have  set  up  the  Labor  Health  Institute  where  they 
obtain  practically  all  needed  medical  and  dental  care.  The  funds 
for  the  operation  of  the  program  are  obtained  through  collective 
bargaining.  In  1956,  approximately  200  firms  were  covered  and 
management,  the  general  public,  as  well  as  labor  serve  on  its 
governing  body.  Its  program  includes  protective,  diagnostic,  and 
treatment  services,  general  hospital  care,  dental  care  and  visiting 
nurse  service.     L.H.I,  operates  its  own  hospitalization  plan. 

In  Detroit,  the  United  Automobile  Workers — rather  than 
organizing  its  own  union  program — has  supported  the  organiza- 
tion of  a  broadly  representative  Community  Health  Association. 
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At  the  community  level,  there  is  an  evident  trend  for  more  joint  plan- 
ning among  unions  in  establishing  or  utilizing  programs  which  are  more 
likely  to  provide  comprehensive  health  services,  including  prevention, 
diagnosis,  treatment  and  rehabilitation. 

Self-Insured  Program:  Another  approach  is  represented  by  the  self- 
insured  and  self -administered  program  of  the  United  Mine  Workers  of 
America  ^Velfare  and  Retirement  Fund  which  pays  doctors  and  hospitals 
directly  for  services  provided.  Approximately  a  million  beneficiaries  are 
currently  covered  by  the  Trust  Fund  for  its  authorized  Hospital  and 
Medical  Care  Benefits  which  include  hospitalization  for  the  length  of 
time  deemed  necessary  by  the  attending  physician,  physicians'  services 
and  drugs  in  the  hospital,  specialists'  services  on  an  in-patient  and  out- 
patient basis,  and  physical  rehabilitation  services.  Services  are  provided 
entirely  at  Fund  expense,  with  no  contribution  by  beneficiaries.  While 
this  program  is  unique  in  many  ways,  it  can  be  regarded  as  part  of  the 
effort  of  organized  labor  to  devise  practical  ways  of  making  good  medical 
and  hospital  care  available  to  workers  and  their  dependents. 

Increasing  the  Rehabilitation  Emphasis  in 
Prepaid  Indemnity  and  Service  Plans 

The  vast  majority  of  union  health  and  welfare  programs  now  purchase 
health  protection  for  union  members  and  their  dependents  from  com- 
mercial insurance  companies  and  nonprofit  plans  such  as  Blue  Cross  and 
Blue  Shield.  There  are  only  a  few  such  plans,  however,  which  provide 
even  limited  coverage  for  rehabilitation  services. 

Following  are  some  of  the  principal  considerations  which  are  involved 
when  a  union  considers  the  feasibility  of  providing  contract  coverage 
for  rehabilitation  care  and  services: 

...  Of  the  nearly  7,000  hospitals  in  the  United  States,  less  than  20 
percent  are  adequately  equipped  with  the  physical  facilities  and 
the  qualified  personnel  to  provide  medical  rehabilitation  services. 

.  .  .  There  are  approximately  100  rehabihtation  centers  in  the 
entire  countr)'  and  of  these  only  a  relatively  small  number  include 
comprehensive  rehabilitation  services. 

.  .  .  Relatively  few  physicians  and  others  in  the  health  professions 
understand  the  principles  of  rehabilitation,  and  there  are  critical 
shortages  of  physicians,  nurses  and  therapists  trained  to  provide 
rehabilitation  services. 

.  .  .  There  is  relatively  little  reHable  cost  data  available  which  is  useful 
for  developing  rehabihtation  clauses  in  health  insurance  contracts. 
Considerations  such  as  these  present  practical  problems  for  labor  unions 

as  they  give  attention  to  ways  of  including  rehabilitation  services  under 
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Blue  Cross,  Blue  Shield  and  indemnity  insurance  contracts.  They  cannot 
ignore  the  fact  that  even  if  coverage  were  provided  for  certain  categories 
of  rehabilitation  services,  coverage  in  and  of  itself  would  provide  no 
assurance  that  such  services  will  actually  be  available  to  disabled  persons. 
On  the  other  hand,  they  are  equally  aware  that  health  insurance  funds 
can  provide  impetus  by  creating  the  financial  base  for  the  development 
of  needed  services. 

Lines  of  Action:  Organized  labor  is  becoming  increasingly  dissatisfied 
with  those  health  insurance  plans  which  fall  short  of  providing  services 
which  measure  up  to  the  standards  of  modern  concepts  and  practices. 
Medical  and  hospital  bills  are  being  paid  from  health  insurance  plans 
for  patients  who  are  discharged  as  "cured"  although  they  are  unable  to 
engage  in  normal  activities  such  as  gainful  employment,  homemaking, 
school  work,  or  other  similar  activities.  It  is  of  deep  concern  to  organized 
labor  that  relatively  few  physicians  and  others  in  the  health  professions 
understand  the  principles  of  rehabilitation  and  that  so  few  hospitals  are 
currently  providing  rehabilitation  services  needed  to  preserve  or  restore 
functional  capacity  to  the  fullest  extent  possible.  Both  the  physicians 
and  the  hospitals  are  generally  defaulting  on  their  common  obligation  to 
see  that  the  patient  is  restored  as  nearly  as  possible  to  the  economic  and 
personal  effectiveness  which  he  possessed  before  he  was  disabled. 

Suggestions  for  increasing  the  rehabilitation  emphasis  in  prepaid  in- 
demnity and  service  plans  fall  into  the  following  broad  categories: 
.   .   .   Participation  in  national  and  community  efforts  to  stimulate 
physicians  and  hospitals  to  recognize  the  importance  of  the  re- 
habilitation process  so  that  rehabilitation  will  begin  with  the  day 
of  the  patient's  illness  or  injury  and  continue  from  the  bed  all  the 
way  to  the  patient's  job  or  other  regular  activity. 
.   .   .  Development  of  methods  of  identifying  those  patients  who  are 
most  likely  to  be  in  need  of  referrals  for  rehabilitation  services 
which  are  not  available  under  their  health  insurance  plan. 
,   .   .  Inclusion  of  provisions  in  health  insurance  contracts  to  give 
participants  coverage  for  rehabilitation  services  not  only  in  gen- 
eral hospitals  having  rehabilitation  units  but  also  in  various  types 
of  approved  rehabilitation  centers. 

Consumers'  Spokesman:  Organized  labor,  by  virtue  of  its  mass  purchas- 
ing power  through  collective  bargaining  with  respect  to  prepaid  health 
insurance  plans,  can  exert  a  major  influence  on  their  improvement.  As 
spokesman  for  such  a  large  segment  of  consumers,  organized  labor  has 
a  two-fold  responsibility  and  opportunity: 

.  .   .  To  call  attention  to  the  "failure"  of  health  insurance  plans  by 
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citing  those  disabled  persons  whose  disabilities  could  have  been 
prevented  or  minimized  by  proper  medical  and  rehabilitation 
services. 

.  .  .  To  make  it  clear  to  physicians  and  hospitals  providing  services 
under  health  insurance  plans  that  consumers  of  medical  and  hos- 
pital services  are  critical  of  those  who  do  not  incorporate  rehabili- 
tation principles  in  their  every-day  practice. 

Estimates  by  the  U.S.  National  Health  Survey  indicates  that  17 
milUon  persons  affected  by  one  or  more  chronic  conditions  are  unable  to 
engage  in  normal  activities  such  as  gainful  employment,  homemaking, 
school  work  or  other  activities.  Available  evidence  indicates  that  a  very 
substantial  proportion  of  disability  residuals  can  be  prevented  or  allevi- 
ated. It  is  a  matter  of  great  and  growing  concern  to  medical  and  hospital 
authorities  that  more  substantial  progress  has  not  been  made  in  the 
adoption  and  day-to-day  application  of  rehabilitation  principles.  Many 
are  making  efforts  to  close  the  considerable  gaps  which  exist  between 
potential  and  needed  rehabilitation  services  and  what  is  actually  avail- 
able. Organized  labor,  serving  as  a  spokesman  for  the  largest  single 
organized  segment  of  consumers  of  health  services  who  are  being  deprived 
of  essential  rehabilitation  services,  can  be  a  potent  force  to  accelerate  the 
process  of  getting  physicians  and  hospitals  to  accept  greater  responsibility 
in  relation  to  the  problem  of  disability. 

Identification  and  Referral  of  Rehabilitation  Candidates:  Labor  unions 
are  becoming  increasingly  concerned  about  those  patients  who  obtain  all 
the  services  to  which  they  are  entitled  under  their  health  insurance  plans 
but  are  still  unable  to  engage  in  normal  activities  such  as  gainful  employ- 
ment, homemaking  or  school  work.  Many  such  persons  could  benefit 
from  competent  rehabilitation  diagnosis  and  a  referral  for  the  rehabilita- 
tion services  they  need.  However,  since  all  the  rehabihtation  needs  of 
union  members  and  their  dependents  are  not  presently  being  met  through 
the  limited  services  provided  under  cash  indemnity  and  Blue  Cross  and 
Blue  Shield  plans,  unions  must  continue  to  work  out  some  arrangements 
which  will  meet  the  rehabilitation  needs  of  their  members.  Union  action 
to  identify  and  help  such  persons  might  follow  one  or  more  lines.  In 
view  of  the  wide  variations  among  unions  as  to  their  health  insurance 
plans,  size  of  membership,  available  union  personnel,  etc.,  it  is  not  feasible 
to  do  more  than  to  make  some  suggestions  from  which  a  union  might 
select  those  which  fit  its  particular  situation : 

.  .  .  One  or  more  union  staff  members  should  be  given  the  specific 
responsibility  of  identifying  those  patients  who  may  be  in  need 
of  referral  for  rehabilitation  services. 
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.  .  .  Since  rehabilitation  problems  are  most  likely  to  arise  among  those 
with  long-term  illness,  special  attention  should  be  given  to  the 
rehabilitation  needs  of  those  persons  who  — 

a.  because  of  physical  or  mental  disability  have  been  unable  to 
work  or  to  attend  school  for  three  months  or  longer; 

b.  have  spent  30  consecutive  days  or  longer  in  a  hospital;  or 

c.  have  been  ill  at  home  under  a  physician's  care  for  30  days  or 
longer. 

Arrangements  should  be  made  with  health  insurance  carriers  and 
nonprofit  plans  to  obtain  the  names  of  those  falling  into  these 
three  categories.  Only  such  medical  and  social  information  should 
be  requested  as  might  be  useful  for  a  screening  for  possible  re- 
ferral purposes. 

.   .   .  Another  possible  approach  for  a  union  wishing  to  make  a  start 
in  this  direction  is  to  review  hospital  discharges  for  a  limited  list 
of  diagnoses  which  frequently  involve  rehabilitation  problems. 
However,  it  would  be  more  effective  to  review  hospital  admissions 
for  the  purpose  of  selecting  those  cases  requiring  rehabilitation 
services  early  in  their  illness. 
.   .   .  The  union  should  consult  with  professional  rehabilitation  workers 
in  formulating  principles  and  criteria  to  serve  as  guidelines  for 
union  personnel  responsible  for  screening  medical  and  social  in- 
formation and  for  making  rehabilitation  referrals. 
.   .   .  Arrangements  should  be  negotiated  with  the  state  vocational  re- 
habilitation agency  to  have  a  rehabilitation  counselor  regularly 
review  with  the  union  representatives  the  cases  of  probable  re- 
habilitation candidates  for  the  purpose  of  determining  the  appro- 
priateness of  referrals  for  vocational  or  other  rehabilitation  services. 
One  of  the  possible  results  of  these  suggested  procedures  could  be  that 
many  more  union  members  and  their  dependents  whose  ability  to  func- 
tion adequately  has  been  impaired  will  be  made  aware  of  how  rehabilita- 
tion services  can  help  them.  With  such  knowledge,  some  will  be  able  to 
manage  their  own  arrangements  to  obtain  the  services  they  need.  Others 
will  require  referral  services  and  financial  help.  In  any  event,  the  pro- 
cedures should  serve  to  build  a  greater  consumer  demand  for  rehabilita- 
tion services  and  therefore  greater  public  support  for  the  facilities  and 
services  required  to  meet  the  need. 

Rehabilitation  Clauses  in  Health  Insurance  Contracts:  Some  beginnings 
have  been  made  in  providing  contract  coverage  for  rehabilitation  care 
and  services.  For  example,  several  local  unions  in  the  Pittsburgh  Met- 
ropolitan Area  have  a  rehabilitation  clause  in  their  Blue  Cross  contracts 
under  which  subscribers  are  able  to  obtain  "physical  rehabilitation  care" 
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at  tJie  Harmarville  Rehabilitation  Center.  One  such  clause  reads  as 
follows : 

"Subscribers  are  covered  for  physical  rehabilitation  care  in  ap- 
proved rehabilitation  centers. 

"Regular  Group  subscribers  are  covered  for  30  days  for  the  same 
or  related  condition  of  illness  or  injury  during  membership  in 
this  Association.  Associated  Group,  Group  Conversion,  and  Non- 
Group  subscribers  are  covered  for  2 1  days  for  the  same  or  related 
condition  of  illness  or  injury  during  total  membership  in  this 
/\ssociation. 

"Any  condition  of  illness  or  injury  which  existed  on  or  before  the 
subscriber's  effective  date  will  not  be  covered. 
"The  above  limitation  does  not  apply  to  physical  therapy  regu- 
larly used  as  therapy  for  an  acute  condition." 
This  provision  for  coverage  of  services  provided  at  approved  rehabili- 
tation services  is  in  addition  to  the  regular  hospital  benefits  contained  in 
the  same  Blue  Cross  contract.  However,  with  the  exception  of  relatively 
rare  instances,  existing  health  insurance  contracts  cover  traditional  medi- 
cal care  during  acute  phases  of  illness  with  little  if  any  concern  for 
disability  residuals  v/hich  affect  ability  to  work  or  otherwise  function 
properly.  Some  labor  unions  have  indicated  an  interest  in  exploring  the 
possibilities  of  contract  coverage  for  rehabilitation  services,  but  are  handi- 
capped by  a  dearth  of  basic  information.  The  following  would  be  helpful 
to  them: 

.  .  .  An  evaluative  study  of  existing  Blue  Cross,  Blue  Shield  and  com- 
mercial insurance  plans  which  include  a  specific  rehabilitation 
clause  to  ascertain  such  information  as  benefits  provided,  costs, 
and  how  well  they  are  serving  their  intended  purposes. 

.  .  .  The  establishment  of  a  committee  with  the  necessary  technical 
competence  — 

a.  to  consider  which  rehabilitation  benefits  are  appropriate  and 
desirable  for  contract  coverage,  and 

b.  to  develop  meaningful  cost  data  useful  for  the  determination 
of  insurance  rates. 

Such  basic  information  is  a  prerequisite  to  serious  consideration  by 
interested  unions  as  to  possible  ways  of  providing  contract  coverage  for 
rehabihtation  services  in  health  insurance  plans. 

Increasing  the  Rehabilitation  Emphasis  in  Direct  Medical  Service  Plans 

In  addition  to  purchasing  health  benefits  through  cash  indemnity  in- 
surance and  nonprofit  health  service  plans,  labor  unions  are  providing 
direct  medical  servdces  in  approximately  60  labor  health  centers.  Organ- 
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ized  labor  is  also  increasingly  making  use  of  various  types  of  group 
practice  plans  under  the  auspices  of  cooperatives,  community-wide  non- 
profit organizations,  and  in  some  instances  private  physicians.  In 
some  programs,  physical  therapy  and  other  medical  rehabihtation 
services  are  available,  but  none  of  them  provide  a  comprehensive  range 
of  rehabilitation  that  includes  such  services  as  occupational  therapy,  gait 
training,  speech  and  auditory  training,  psychological  testing,  and  voca- 
tional evaluation  or  training.  Efforts  to  bring  the  comprehensive  re- 
habilitation potentialities  of  such  direct  medical  service  plans  closer  to 
realization  fall  into  the  following  possible  areas: 

.  .  .  A  physician  can  be  appointed  to  "spark"  a  rehabilitation  ap- 
proach to  all  cases. 

...  A  staff  member  can  be  appointed  to  see  to  it  that  patients  are 
referred  for  those  rehabilitation  services  they  need  which  are  not 
available  at  the  center. 

.  .  .  Existing  rehabilitation  services  can  be  expanded  and  others  added 
to  the  program  as  feasible. 

,  .  .  Several  demonstration  projects  could  be  conducted  in  labor  health 
centers  where  rehabilitation  services  would  be  carried  on  inten- 
sively. 

Professional  Staff  Education:  Basic  to  any  significant  improvement  in 
incorporating  rehabilitation  concepts  and  principles  in  the  every  day 
practice  under  direct  medical  service  plans  is  the  adoption  of  a  rehabili- 
tation approach  among  the  professional  staff.  Physicians,  administrators, 
nurses,  social  workers  and  others  must  become  more  aware  of  the  re- 
habilitation needs  of  patients.  Since  no  union  health  program  provides 
comprehensive  rehabilitation  services,  they  must  also  bear  in  mind  the 
limits  of  their  particular  program  for  meeting  rehabilitation  needs  and 
the  importance  of  referrals  for  appropriate  specialized  rehabilitation 
services.  A  program  of  staff  education  should  include  an  emphasis  on 
the  following: 

,  .  .  That  current  studies  indicate  that  almost  10  percent  of  the  total 
population  are  affected  by  one  or  more  chronic  conditions  which 
render  them  unable  to  engage  in  normal  activities  such  as  gainful 
employment,  homemaking,  or  school  work  or  other  activities. 
Even  if  this  proportion  were  applied  only  in  part  to  the  benefi- 
ciaries of  a  labor  health  program  it  would  constitute  a  substantial 
segment  of  the  patient  group  which  is  unable  to  function  properly 
and  in  need  of  rehabilitation  services.  Physicians  in  labor  health 
programs  must  be  seeing  such  patients  in  their  day-to-day  practice. 

.  .  .  That  rehabilitation  begins  with  the  first  day  of  the  patient's  illness 
or  injury,  and  it  continues  from  the  bed  all  the  way  to  the  patient's 
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return  to  work  or  other  regular  activity.  The  aim  of  rehabilitation 
is  not  only  to  relieve  the  patient's  symptoms,  but  to  train  him  to 
be  personally  independent  and  to  prepare  him  for  gainful  em- 
ployment. The  patient  who  has  had  a  stroke,  for  example,  should 
begin  immediately  with  proper  positioning  and  range  of  motion 
procedures  which  will  serve  the  two-fold  purpose  of  preventing 
certain  disabiUty  residuals  and  teaching  him  to  be  independent. 
.  .  .  That  rehabilitation  services  are  designed  not  only  for  orthopedic 
cases  and  complicated  neurological  disorders  and  injuries,  but  also 
for  heart  and  lung  cases,  hearing  and  vision  disabilities,  and  other 
less  serious  disabilities.  There  are  some  patients  needing  some 
assistance  in  returning  to  their  former  job  who  may  not  require 
further  medical  care  but  who  do  need  vocational  rehabilitation 
counseling  or  other  rehabilitation  services. 
.   .   .  That  in  addition  to  general  medical  services,  many  patients  with 
long  term  illness  or  disability  need  other  rehabilitation  services  to 
enable  them  to  return  to  work  or  to  function  adequately.  Reha- 
bilitation, however,  is  not  merely  heat  treatment,  or  physical 
therapy,  although  these  services  may  be  part  of  the  general  serv- 
ices rendered  in  the  individual  case.  For  example,  some  may  also 
need  speech  or  auditory  therapy  while  others  may  need  occupa- 
tional therapy  or  vocational  evaluation  or  training.   In  other 
words,  while  most  patients  require  the  services  of  a  physician,  and 
in  some  instances  a  hospital,  others  can  benefit  from  the  services 
of  other  specialists  such  as  the  physical  therapist,  the  occupational 
therapist,  the  social  worker,  or  the  vocational  counselor. 
.   .   .  That  the  professional  staff  of  a  labor  health  program  must  be 
sensitively  aware  not  only  of  the  patients'  needs  for  rehabiUtation 
services  but  also  of  the  limitations  of  their  particular  program  for 
meeting  such  needs. 
.  .  .  That  just  as  it  has  become  standard  practice  to  make  use  of  the 
hospital,  the  medical  specialist,  and  the  laboratory,  the  profes- 
sional staff  has  a  similar  responsibility  to  refer  the  rehabilitation 
candidate  to  other  appropriate  public  or  private  resources  which 
can  provide  him  with  needed  rehabilitation  services. 
Such  a  program  of  staff  education  could  benefit  greatly  from  having 
a  staff  physician  charged  with  specific  responsibility  for  "sparking"  this 
effort.  Aside  from  a  policy  decision  to  promote  a  greater  understanding 
on  the  part  of  the  professional  staff  of  the  concept  of  rehabilitation,  the 
appointment  of  a  physician  to  "spark"  this  effort  is  perhaps  the  most 
important  single  step  which  a  labor  health  program  can  take.  He  would 
not  necessarily  have  to  be  a  qualified  physiatrist,  of  whom  there  are  only 
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250  in  the  entire  nation.  This  role  could  be  assigned  to  an  internist  or  gen- 
eral practitioner  who  understands  the  concept  of  comprehensive  medical 
care,  including  rehabihtation,  and  has  a  genuine  interest  in  the  work. 
Where  necessary,  he  could  supplement  his  abilities  with  the  use  of  con- 
sultants and  could  obtain  additional  specialized  training  himself.  Training 
grants  for  this  latter  purpose  are  available  through  the  Office  of  Voca- 
tional Rehabilitation. 

Culfivating  the  Rehabilitation  Approach:  Since  physicians  have  such  a 
key  role  in  the  rehabihtation  effort,  special  attention  should  be  given  to 
practical  ways  of  developing  their  interest  in  and  understanding  of  mod- 
ern rehabilitation  principles  and  practices.  Efforts  to  cultivate  the  re- 
habihtation approach  will  need  to  take  into  account  the  several  important 
deterring  factors  confronting  physicians,  such  as  the  following: 
.   .   .  Aside  from  qualified  specialists  in  physical  medicine  and  rehabili- 
tation, relatively  few  physicians  have  had  any  formal  training  or 
experience  in  this  field.   As  a  result,  many  physicians  regard 
rehabilitation  as  something  outside  the  scope  of  their  "know-how" 
and  responsibility. 

.  .  .  Many  physicians  feel  that  their  responsibility  ends  when  they 
have  cured  or  alleviated  the  particular  symptoms  or  condition 
which  the  patient  presents  to  them,  and  that  most  people  can 
manage  to  make  their  own  adjustments  to  "non-medical"  prob- 
lems. Some  physicians  need  to  be  motivated  to  give  consideration 
to  the  importance  of  recognizing  which  patients  need  help  in 
making  their  own  adjustment. 

,  .  ,  Physicians  are  frequently  faced  with  a  situation  where  the  patient 
has  achieved  a  medical  recovery  from  an  illness  or  injury  but  is 
handicapped  by  a  residual  disability  which  seriously  limits  his 
ability  to  work  or  otherwise  function  adequately.  In  such  cases, 
the  physician  is  faced  with  several  possible  courses  of  action,  each 
of  which  may  present  problems  for  him. 

If  he  feels  quaHfied  to  prescribe  rehabilitation  therapy,  he  may 
be  inhibited  by  the  fact  that  this  frequently  requires  him  to  allo- 
cate considerable  time  to  describe  verbally  or  in  a  written  pre- 
scription the  therapy  regimen  he  wishes  applied. 

If  he  feels  that  medical  restoration  has  been  completed,  he  may 
not  know  how  to  proceed  to  effect  a  proper  referral  for  additional 
services  such  as  vocational  rehabilitation,  self-care  training,  etc. 
Unfamiliarity  with  available  community  resources  and  the  ab- 
sence of  community  procedures  for  bringing  together  the  patient 
and  the  rehabilitation  services  he  needs  may  be  crucial  deterring 
factors. 
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.  .  .  Many  physicians  don't  know  how  to  use  social  workers  as  an 
extension  of  their  field  of  service  to  patients. 
It  has  been  found  that  even  the  best  equipment  and  staffing  are  not 
enough  to  insure  the  success  of  a  rehabiUtation  program.  Above  all,  the 
program  must  be  accepted  by  the  entire  staff — particularly  the  physi- 
cians— as  a  philosophy  of  the  best  kind  of  total  patient  care.  The  very 
early  introduction  of  rehabilitation  procedures  in  medical  care  must  be 
emphasized.  The  physician  "sparking"  the  rehabilitation  effort  in  a  labor 
health  program  may  find  it  helpful  to  obtain  consultative  assistance  in 
the  planning  and  implementation  of  his  program.  He  might  also  find  it 
helpful  to  meet  with  physicians  having  a  similar  responsibility  in  other 
labor  health  programs  to  consider  the  joint  sponsorship  of  seminars  and 
demonstrations. 

Referrals  for  Rehabilitation  Services:  No  program — not  even  the  largest 
rehabilitation  center  with  a  comprehensive  range  of  services — can  pro- 
vide all  the  rehabilitation  services  all  individuals  may  require  in  the 
medical,  psychological,  social,  and  vocational  areas.  This  is  likewise  true 
for  labor  health  programs.  Accordingly,  all  labor  health  programs  ha\-e 
a  responsibility  not  only  for  helping  the  professional  staff  to  become  more 
sensitive  to  the  rehabilitation  problems  of  patients  but  also  to  recognize 
the  limits  of  the  services  they  can  offer  and  for  making  referrals  for  those 
rehabilitation  services  the  patient  needs  which  can  be  provided  by  other 
programs.  Since  such  referrals  do  not  just  happen  but  must  be  made, 
labor  health  programs  should  give  consideration  to  the  following: 
.  .  .  A  staff  member  should  be  assigned  the  specific  role  of  referral 
worker  to  act  as  the  Haison  between  the  labor  health  program 
and  the  community  rehabilitation  services  to  which  referrals  can 
be  made. 

.  .  .  Where  possible,  a  rehabilitation  counselor  or  social  worker  should 
be  used  for  this  purpose,  either  on  a  full  time  or  part  time  basis. 
If  the  services  of  a  counselor  or  social  worker  are  not  available 
or  feasible,  the  referral  function  can  be  assigned  to  another  staff 
person  who  is  interested  in  the  concept  of  rehabilitation,  has  a 
facility  for  getting  along  with  others,  and  who  has  other  helpful 
personal  qualities  and  experience. 

.  .  .  Arrangements  should  be  made  to  provide  the  referral  worker 
with  training  literature,  and  other  experiences  to  provide  him 
with  an  understanding  of  basic  rehabilitation  principles,  knowl- 
edge of  available  community  rehabilitation  facilities  and  services, 
and  ways  of  establishing  sound  working  relationships  with  other 
agencies.  Referral  workers  should  be  given  opportunities  to  visit 
rehabilitation  agencies,  become  familiar  with  their  personnel,  re- 
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sources  and  the  types  of  services  they  offer  and  the  information 
they  require  for  referrals. 

.  .  .  The  role  of  the  referral  worker  should  be  interpreted  to  the 
patient  membership. 

...  A  system  of  clinical  and  administrative  "signals"  should  be  estab- 
lished which  can  be  helpful  in  alerting  the  professional  staff  in 
spotting  those  patients  who  should  be  called  to  the  attention  of 
the  referral  worker. 
A  record  should  be  maintained  of  each  case  called  to  the  attention  of 

the  referral  worker,  action  taken,  and  results  achieved. 

Consumer  Education:  In  shaping  the  policies  of  a  direct  medical  care 
program,  the  leadership  is  greatly  influenced  by  the  attitudes  of  the 
membership  and  seeks  to  be  responsible  to  their  demands.  Many  patients 
who  can  recognize  that  they  have  conditions  which  impair  their  ability 
to  function  adequately,  are  unaware  of  the  availability  of  specialized 
rehabilitation  services  which  can  help  them.  This  lack  of  awareness  on 
the  part  of  the  patient,  when  coupled  with  the  fact  that  so  many  physi- 
cians do  not  recognize  potential  rehabilitation  cases,  has  resulted  in  far 
less  consumer  demand  for  rehabilitation  services  than  the  actual  facts 
would  justify.  Accordingly,  efforts  must  be  made  by  the  leadership  of 
labor  health  programs  to  give  their  members  a  greater  understanding  of 
rehabilitation  and  what  it  can  do  for  them.  Following  are  some  con- 
siderations in  the  planning  of  a  member  educational  program  in  which 
the  concept  of  comprehensive  rehabilitation  is  emphasized: 
.   .   .  Before  much  progress  can  be  made  in  educating  the  membership 
as  to  the  importance  of  rehabilitation,  their  present  limited  image 
of  rehabilitation  must  be  replaced  by  a  broader  and  more  ade- 
quate one.  Too  many  still  understand  rehabilitation  as  something 
suitable  only  for  amputees  or  paraplegics  or  similarly  seriously 
disabled  persons. 

.  .  .  Attention  should  be  called  to  the  large  categories  of  disabled  and 
handicapped  people  who  are  commonly  omitted  from  the  popular 
image  of  potential  rehabilitation  candidates,  e.g.,  persons  with 
visual  and  speech  impairments,  the  mentally  ill  and  retarded,  the 
aged,  and  those  with  various  types  of  congenital  disabilities — and 
the  wide  range  of  available  rehabilitation  services  which  can  help 
them. 

As  members  gain  a  greater  understanding  of  their  actual  rehabilitation 
needs  and  potentialities,  as  well  as  those  of  their  dependents,  they  can  be 
expected  to  support  proposals  for  increasing  the  rehabilitation  emphasis 
in  their  labor  health  programs. 
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Guidelines  for  Action 

V  Group  Health  Association  of  America  should  devote  a  portion  of  the 
program  of  its  annual  Group  Health  Institute  to  the  subject  of  the 
further  development  of  rehabilitation  in  labor  health  programs. 

V  The  National  Rehabilitation  Association  should  devote  a  portion  of 
the  program  of  its  annual  convention  to  the  subject  of  labor  health 
programs  so  that  rehabilitation  workers  will  become  more  familiar 
with  them  and  with  possible  ways  of  working  with  them. 

V  Group  Health  Association  of  America  should  sponsor  workshop  meet- 
ings for  the  administrative  personnel  of  labor  health  centers  and  other 
direct  medical  care  programs  used  by  organized  labor.  Such  meetings 
would  provide  opportunities  for  an  interchange  of  information,  ideas 
and  experiences  as  to  ways  of  increasing  the  rehabilitation  emphasis 
in  labor  health  programs. 

V  State  chapters  of  the  National  RehabiHtation  Association  should  in- 
clude the  subject  of  cooperative  relationships  with  labor  health  plans 
on  the  programs  of  their  conventions,  particularly  in  those  states 
where  there  is  a  concentration  of  labor  health  programs. 

V  Group  Health  Association  of  America  should  provide  an  informa- 
tional service  by  reporting  in  their  publications  on  w^hat  labor  health 
programs  are  planning  and  doing  to  increase  their  emphasis  on 
rehabilitation. 

V  Labor  health  programs  should  develop  demonstration  projects  on 
ways  of  increasing  the  rehabilitation  emphasis  in  various  types  of 
programs,  and  should  investigate  the  availability  of  demonstration 
grants  from  the  Office  of  Vocational  Rehabilitation. 

V  In  metropolitan  areas  where  there  is  a  concentration  of  several  labor 
health  programs,  training  institutes,  workshop  meetings,  etc.,  for  pro- 
fessional staff  members  should  be  organized  for  consideration  of  re- 
habilitation matters  of  mutual  interest. 

V  Labor  health  programs  should  institute  a  program  of  membership 
education  to  increase  their  understanding  of  rehabilitation,  why  it  is 
important  to  them,  and  how  they  can  go  about  getting  the  services 
they  need. 

V  Labor  health  programs  should  support  national  and  community  pro- 
grams designed  to  stimulate  and  encourage  physicians  and  hospitals 
to  incorparate  rehabilitation  concepts  in  their  every  day  practice. 

V  Where  community  rehabilitation  resources  are  inadequate,  labor 
health  programs  should  add  their  weight  to  community  support  for 
more  adequate  services. 

V  Labor  health  programs  should  make  greater  use  of  the  AFL-CIO 
Community  Services  representative  who  is  knowledgeable  about  com- 
munity rehabilitation  resources. 


Prepaid  Indemnity  and  Service  Plans: 

V  A  research  project  should  be  estabHshed  to  pull  together  information 
on  rehabilitation  services  now  being  provided  under  health  insurance 
contracts  which  might  be  helpful  to  unions  in  considering  the  feasi- 
bility of  providing  contract  coverage  for  rehabilitation  services.  Such 
information  should  include,  for  example,  types  of  services,  facilities 
in  which  they  are  given,  cost  figures  and  administrative  problems. 

V  A  technical  study  committee  should  be  established  to  consider  which 
rehabilitation  benefits  are  appropriate  for  health  insurance  contract 
coverage,  and  also  to  develop  cost  data  for  determining  insurance 
rates. 

V  Labor  unions  should  investigate  the  possibilities  of  including  a  re- 
habihtation  clause  in  their  health  insurance  contracts. 

V  Arrangements  should  be  negotiated  with  health  insurance  carriers  to 
provide  such  medical  and  social  information  as  would  be  useful  in. 
screening  patients  for  referrals  for  the  rehabilitation  services  they 
need. 

V  One  or  more  union  staff  members  should  be  given  the  specific  re- 
sponsibilities of  screening  such  information  and  referring  potential 
rehabilitation  clients  for  rehabilitation  counseling  and  services. 

Direct  Medical  Service  Plans: 

V  A  staff  physician  should  be  assigned  the  responsibility  of  "sparking" 
a  rehabilitation  approach  to  all  cases  on  the  part  of  the  professional 
staff. 

V  A  program  of  professional  staff  education  should  be  instituted  to 
promote  the  incorporation  of  rehabilitation  concepts  and  principles 
in  every  day  practice,  to  increase  sensitivity  to  the  rehabilitation  prob- 
lems of  patients,  and  to  recognize  the  limits  of  the  services  they  can 
offer  so  that  referrals  can  be  made  to  other  programs  as  needed. 

V  Professional  staff  members  should  be  encouraged  to  take  advantage 
of  available  opportunities  for  specialized  education  and  training  in 
rehabilitation,  and  they  should  be  given  assistance  in  obtaining 
scholarship  and  fellowship  grants. 

V  Professional  staff  members  should  be  encouraged  to  participate  in 
seminars,  meetings,  etc.,  concerned  with  rehabilitation  which  are 
sponsored  by  professional  and  community  organizations. 

V  Consideration  should  be  given  to  the  possibility  of  providing  addi- 
tional medical  rehabilitation  services  and  strengthening  existing  ones. 

V  Since  no  labor  health  program  provides  a  full  range  of  comprehen- 
sive rehabilitation  services,  it  is  important  that  a  staff  member  be 
assigned  the  specific  role  of  referral  worker.  This  worker  should  act 
as  the  liaison  between  the  labor  health  program  and  the  rehabilita- 
tion services  to  which  referrals  can  be  made. 
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Chapter  4 


REHABILITATION  IN  WORKMEN'S  COMPENSATION 

Goals  and  Realities 

The  shocking  disparity  between  the  generally  accepted  goals  for  the 
rehabilitation  of  the  industrially  injured  worker  and  the  actual  accom- 
plishments is  a  matter  of  deep  and  troubled  concern  for  virtually  all 
organizations  and  movements  having  a  working  relationship  to  work- 
men's compensation  programs.    They  are  on  record  as  follows: 

Compensation  Administrators:  "Rehabilitation  is  the  end  result  of  the 
compensation  process.  If  we,  as  compensation  administrators,  fail  to 
realize  this  important  fundamental,  and  are  satisfied  merely  to  sit  back 
and  dole  out  to  the  injured  workman  a  certain  percentage  of  his  wage, 
according  to  our  various  laws,  then  the  entire  compensation  process 
becomes  archaic  and  outmoded."  (International  Association  of  Industrial 
Accident  Boards  and  Commissions,  1952) 

American  College  of  Surgeons:  "Rehabilitation  of  the  injured  worker 
and  his  return  to  gainful  employment  should  be  the  basic  concept  in  an 
improved  workmen's  compensation  system.  We  recognize  that  the  dis- 
abled worker  wants  to  be  rehabilitated  and  restored  to  gainful  employ- 
ment. Settlement  of  cases  on  a  basis  of  cash  awards  alone  does  not  meet 
the  continuing  needs  of  the  injured  worker  and  his  family. 

"The  need  for  higher  standards  and  broadened  benefits  in  workmen's 
compensation  is  recognized.  Such  standards  and  benefits  should  be  de- 
veloped against  the  background  of  presently  known  advances  in  physical 
restoration  and  vocational  rehabilitation  and  adequate  standards  of  in- 
dividual and  family  need."    (American  College  of  Surgeons,  1952) 

American  Medical  Association:  .  .  the  major  emphasis  of  the  various 
systems  and  their  administration  has  continued  to  be  on  monetary  satis- 
faction of  liability,  with  insufficient  attention  given  to  the  rehabilitation 
of  the  occupationally  disabled. 

"Substantial  progress  has  been  made  in  the  extension  of  medical  care, 
the  application  of  improved  clinical  techniques  and  other  aspects  of  the 
rehabilitation  process,  including  vocational  training  and  selective  place- 
ment of  the  disabled  in  kinds  of  work  suited  to  physical  and  emotional 
capacity.  It  is  a  matter  of  great  and  growing  concern  that  a  considerable 
gap  exists  between  potential  services  to  the  occupationally  disabled  and 
what  is  actually  available  to  them."  (American  Medical  Association, 
December  1955) 
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Insurance  Industry:  "The  insurance  industry  accepts  the  premise  that 
physical  rehabilitation  is  part  and  parcel  of  medical  care  under  work- 
men's compensation.  It  maintains  a  deep  interest  in  the  subject  and  will 
continue  to  cooperate  with  all  interested  parties  in  an  attempt  to  make 
further  progress  in  this  field."  (Association  of  Casualty  and  Surety 
Companies,  1957) 

Organized  Labor:  "Our  goal  of  assured,  prompt  and  adequate  indemnity 
for  all  workers  and  their  survivors  with  medical  care  as  long  as  it  is 
needed,  rehabiHtation  and  vocational  training,  when  necessary,  is  no 
closer  to  attainment  today  than  it  was  two  years  ago."  (AFL-CIO,  1959) 
Gaps  Continue:  Declarations  such  as  these  have  been  made  year  after 
year  but  the  accomplishments  continue  to  be  disappointing.  In  principle, 
the  goals  of  organized  labor,  medicine,  and  compensation  authorities  are 
the  same  with  respect  to  rehabilitation  being  a  basic  goal  of  workmen's 
compensation.  However,  efforts  to  put  these  goals  into  practice  have 
been  thwarted  by  the  failure  of  state  legislatures  to  enact  into  workmen's 
compensation  laws  those  changes  which  would  assure  all  occupationally 
injured  workers  with  the  prompt  and  effective  medical  care  and  rehabili- 
tation services  necessary  to  restore  them  to  a  wage-earning  status.  Failure 
of  the  states  to  up-date  archaic  and  outmoded  aspects  of  workmen's 
compensation  programs  prompted  the  Rehabilitation  Committee  of  the 
International  Association  of  Industrial  Accident  Boards  and  Commis- 
sions to  declare  in  1954: 

"Workmen's  compensation  has  long  been  looked  to  as  the  pro- 
gram with  primary  responsibihty  for  protecting  the  welfare  of 
injured  workers;  it  is  now  often  accused  of  being  one  of  the  insti- 
tutional barriers  to  successful  rehabilitation." 
It  is  discouraging  to  note  that  there  has  been  no  substantial  progress  in 
the  years  since  this  statement  was  made! 

Failures  of  System:  Labor  unions  are  intimately  concerned  with  the  day- 
to-day  problems  facing  the  industrially  injured  worker  and  his  family 
who  are  the  victims  of  the  shortcomings  of  our  present  workmen's  com- 
pensation system.  As  unions  seek  to  help  them  with  their  compensation 
problems,  they  become  painfuUy  aware  of  how  workmen's  compensation 
practices  often  serve  to  defeat  rather  than  promote  the  avowed  objectives 
of  rehabilitation. 

.  .  .  They  see  injured  workers  who  fail  to  regain  full  use  of  injured 
arms  or  legs  because  they  were  not  provided  proper  rehabilitation. 

.  .  .  They  see  injured  workers  with  stiff  and  useless  hands,  atrophied 
muscles,  and  other  conditions  which  could  have  been  prevented 
if  they  had  been  given  adequate  physical  medicine  and  rehabilita- 
tion in  the  early  part  of  their  medical  treatment. 
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.  .  .  They  see  injured  workers  who  suffer  from  traumatic  neurosis  and 
are  unable  to  work,  although  this  could  have  been  prevented  if 
they  had  received  early  counseling  before  being  overcome  with 
feelings  of  discouragement  and  fear  as  to  the  future. 
.   .   .  They  see  the  victims  of  occupational  diseases  who  had  been 
given  a  lump-sum  settlement,  often  closing  the  cases,  without 
proper  attention  having  been  given  to  the  use  of  full  restorative 
medicine  and  rehabilitation  services  which  could  have  enabled 
them  to  return  to  some  remunerative  work  again. 
Labor  unions  cannot  help  but  be  grievously  disturbed  when  they  match 
the  casualties  of  our  workmen's  compensation  system  against  the  miracles 
modem  rehabihtation  services  can  achieve.  Against  this  background  of 
human  tragedy,  organized  labor  vigorously  supports  drastic  changes  in 
workmen's  compensation  laws  and  administration  which  would  end  the 
unjust  and  preventable  cycle  of  medical  and  physical  neglect,  emotional 
trauma,  and  finally  vocational  incapacity.   However,  today's  injured 
workers  must  be  cared  for  under  today's  laws,  and  organized  labor  must 
concern  itself  with  promoting  those  adjustments  and  practices  which 
would  better  serve  the  rehabilitation  needs  of  the  industrially  injured 
worker  today. 

Organized  Labor's  Position:  The  national  AFL-CIO  adopted  a  work- 
men's compensation  resolution  at  its  1959  convention  calling  upon  all 
national  and  international  unions  to  give  increased  support  to  the  state 
central  labor  bodies  in  their  efforts  to  obtain  "long-overdue  and  needed 
workmen's  compensation  improvements."  The  resolution  declares  that 
the  standards  of  a  good  workmen's  compensation  law  should  include  the 
following : 

.   .   .   Compulsory  coverage  with  no  numerical  exemptions. 

.  .  .  Benefit  levels  sufficient  to  maintain  a  decent  standard  of  living 
for  injured  workers  and  their  dependents,  with  maximum  weekly 
benefits  of  not  less  than  2/3  of  the  state's  average  weekly  wage. 

.   .   .  Reciprocity  of  benefit  rights  between  jurisdictions. 

.   .   .  Full  statutory  coverage  of  all  occupational  diseases. 

.   .   .  Coverage  of  diseases  caused  by  ionizing  radiation. 

.  .  .  Full  medical  benefits  for  job-incurred  personal  injuries  and  occu- 
pational diseases. 

.   .   .  Full  compensation  protection  under  second  injury  funds. 

.   .   .  Maintenance  benefits  during  rehabilitation. 

.  .   .  Administration  under  a  state  agency  rather  than  the  courts. 

.   .   .  An  exclusive  state  compensation  fund. 

.   .   .  Benefits  for  the  totally  disabled  for  the  period  of  disability. 
The  resolution  notes  that  in  spite  of  the  "vigorous  and  steady"  efforts 


52 


of  the  state  central  labor  bodies  to  achieve  such  standards  in  their  state 
laws,  "the  accomplishments  have  been  disappointing."  While  the  reso- 
lution calls  for  continued  efforts  on  a  state-by-state  basis  to  attain  higher 
standards  in  all  state  workmen's  compensation  laws,  it  also  announces 
that  the  AFL-GIO  will  urge  that  "the  Congress  of  the  United  States 
should  enact  legislation  fixing  minimum  standards  of  workmen's  com- 
pensation." 

Principles  for  Rehabilitation  in  Workmen's  Compensation  Laws 

American  Medical  Association:  The  American  Medical  Association,  in 
December  1955,  approved  a  set  of  guidelines  and  principles  to  be  incor- 
porated into  state  workmen's  compensation  laws  by  way  of  implementing 
a  proper  rehabilitation  program.  In  formulating  these  guides,  AMA 
committees  consulted  with  representatives  of  organized  labor,  industry, 
law  and  others  concerned  with  workmen's  compensation.  The  following 
guidelines,  which  are  widely  supported  in  principle  by  organized  labor, 
compensation  authorities  and  others,  call  for  the  enactment  of  statutory 
provisions  that  recognize  these  points: 

.  .  .  Rehabilitation  of  the  occupationally  disabled  is  the  intent  and 
responsibility  of  the  compensation  system  and  the  legal  right  of 
the  employee. 

.  .  .  The  disabled  employee  is  entitled  to  all  services,  appUances  and 
supplies  required  by  the  nature  of  his  disabiHty  or  the  process  of 
his  recovery  and  that  will  promote  his  restoration  to  or  his  con- 
tinuance in  employment.  Services  include  medical,  surgical, 
dental,  hospital,  and  nursing  attendance  and  treatment,  as  well 
as  the  training  necessary  to  rehabilitation.  Appliances  and  sup- 
plies include  medicines;  medical,  surgical  and  dental  supplies; 
crutches;  artificial  members;  and  apparatus.  Services,  appliances 
and  supplies  are  to  be  paid  for  by  the  employer  under  the  super- 
vision of  competent  professionals  responsible  to  the  administrative 
agency. 

.  .  .  In  the  absence  of  stipulated  agreements,  professional  fees  should 
approximate  those  that  would  be  charged  the  employee  as  a  pri- 
vate patient  for  similar  services. 

.  .  .  Disabled  employees  should  have  the  right  to  accept  physicians' 
services  provided  by  employers,  or  to  select  another  attending 
physician  from  a  register  of  all  other  physicians  in  the  community 
willing  and  qualified  to  perform  the  essential  services. 

.  .  .  Vocational  counseling,  training,  transitional  employment  and 
placement  services  require  prompt  analysis  of  problems,  efficient 
screening,  and  referral  and  follow-up  techniques  to  assure  proper 
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training  and  results.  Effective  supervision  of  these  services  in 
public  or  private  facilities  requires  prompt  reporting  of  occupa- 
tional disabilities  to  the  administrative  agency. 
.  .  .  When  necessary  administrative  procedures  for  such  a  system  of 
rehabilitation  of  the  occupationally  disabled  do  not  exist,  or  when 
adequate  facilities  are  not  readily  available,  steps  should  be  taken 
to  provide  them. 

Organizations  working  for  an  increased  emphasis  on  rehabihtation  in 
state  workmen's  compensation  laws  have  found  these  guidelines  helpful 
in  evaluating  the  soundness  of  legislative  proposals.  (American  Medical 
Association,  535  N.  Dearborn  Street,  Chicago  10,  Illinois) 

American  College  of  Surgeons:  The  American  College  of  Surgeons,  in 
November  1954,  approved  a  statement  of  Principles  for  Rehabihtation 
of  the  Injured  Worker,  which  outlined  duties  of  compensation  agencies 
in  the  supervision  of  medical  care  of  workmen's  compensation  cases  and 
proposed  the  establishment  of  panels  of  impartial  medically  quahfied 
experts  to  assist  the  agencies  in  the  performance  of  their  duties.  In  addi- 
tion, the  statement  points  out  that  the  attainment  of  the  proposed  basic 
principles  for  rehabilitation  can  be  accomplished  only  by  changes  in  the 
administrative  rules  of  procedure  and  in  the  compensation  laws  them- 
selves by  making  provision  for : 

.  .  .  Complete  and  continuous  medical  care  from  the  date  of  injury 
or  disability,  whether  due  to  accident  or  occupational  disease,  to 
maximal  restoration  without  statutory  Hmitation  of  cost  or  dura- 
tion. 

.  .  .  Complete  medical  rehabilitation,  referral  to  vocational  rehabilita- 
tion services,  and  adequate  financial  support  for  such  services 
untn  maximal  restoration  is  achieved.  Appropriate  and  medically 
prescribed  return  to  work  before  maximal  restoration  is  an  ac- 
cepted rehabilitation  procedure  and  may  also  be  carried  out  as 
on-the-job  training  or  retraining. 

.  .  .  Adequate  compensation  to  insure  family  security  during  the  entire 
period  of  disability  and  rehabilitation. 

.  .  .  Expansion  of  compensation  statutes  to  broaden  second  injury 
fund  provisions  to  further  encourage  industry  to  employ  physically 
handicapped  workers. 

.  .  .  Coverage  of  all  employees  including  those  of  small  estabhshments 
and  those  engaged  in  occupations  now  considered  as  non- 
hazardous. 

Representatives  of  organized  labor,  the  insurance  industry,  and  Gov- 
ernment officials  aided  in  formulating  these  principles  and  gave  them 
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their  unanimous  approval.  (American  College  of  Surgeons,  40  East 
Erie  Street,  Chicago  11,  Illinois) 

Council  of  State  Governments:  The  Council  of  State  Governments  has 
prepared  suggested  state  w^orkmen's  compensation  legislation  and  related 
materials.  These  are  helpful  to  enable  each  state  to  compare  its  law 
with  certain  recommended  workmen's  compensation  standards  and  thus 
to  identify  existing  inadequacies.  The  standards  covered  by  such  ma- 
terial conform  to  those  recommended  by  the  American  Medical  Associa- 
tion, and  the  American  College  of  Surgeons.  These  standards  are  based 
for  the  most  part  on  those  recommended  by  the  International  Association 
of  Industrial  Accident  Boards  and  Commissions.  This  organization  is 
composed  primarily  of  the  administrators  of  the  various  state  workmen's 
compensation  agencies;  associate  memberships  are  maintained  by  medi- 
cal and  legal  associations,  insurance  companies  and  associations,  business 
and  industrial  concerns,  and  organized  labor.  ( Council  of  State  Govern- 
ments, 1313  East  60th  Street,  Chicago  37,  Illinois) 

Principles  and  Action:  This  general  agreement  as  to  what  the  states 
should  do  to  modernize  their  workmen's  compensation  systems  and  pro- 
vide needed  rehabilitation  services  has  not  been  matched  by  action  by 
the  state  legislatures.  The  extent  to  which  present-day  laws  fall  short  of 
the  recommended  standards  is  suggested  by  the  following  figures.  Of  our 
50  states,  plus  the  District  of  Columbia  and  Puerto  Rico, 

36  still  do  not  have  statutory  authority  for  unlimited  medical  benefits. 
Of  these  36,  13  extend  authority  to  the  state  administrative  agency 
to  grant  unlimited  medical  benefits  but  the  remaining  states  limit 
medical  benefits  by  dollar  limits,  by  a  time  limit,  or  both. 

34  make  no  provision  for  maintenance  benefits  during  rehabilitation. 

37  have  failed  to  make  provision  for  all  handicapped  workers  under 
second  injury  fund  legislation.  (Such  legislation  is  designed  to 
encourage  industry  to  employ  physically  handicapped  workers.) 

30  have  failed  to  grant  the  administrative  agency  the  authority  to 
direct  a  change  of  doctor  and,  therefore,  are  without  the  authority 
to  provide  reasonable  supervision  of  medical  care. 
This  listing  suggests  the  wide  gap  which  still  exists  between  modern 
and  generally  accepted  principles  for  rehabilitation  under  workmen's 
compensation  and  present-day  realities.  To  this  listing  can  well  be  added 
the  statistic  that  less  than  half  of  the  state  workmen's  compensation  laws 
contain  any  specific  provision  on  rehabilitation  of  workers. 

Understanding  and  Helping  the  Injured  Worker 

When  a  union  member  asks  his  union  for  help  with  his  workmen's 
compensation  problems,  such  help  can  be  given  him  only  in  the  context  of 
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the  existing  laws  and  regulations  of  the  particular  state  in  which  he  lives. 
.  .  .  The  union  can't  help  him  obtain  unlimited  medical  benefits  in  a 

state  which  limits  medical  benefits  by  dollar  amounts  or  by  periods 

of  time. 

.  .  .  The  union  can't  help  the  member  injured  on  the  job  from  a 
known  occupational  disease  if  such  disease  is  not  covered  by 
workmen's  compensation  due  to  a  statutory  exclusion  or  restric- 
tive administrative  and  court  interpretation. 
.  .  .  The  union  faces  difficulties  in  encouraging  an  injured  worker, 
while  his  claim  is  pending,  to  seek  rehabilitation  services  leading 
to  employment  when  the  entire  compensation  machinery  has 
thoroughly  convinced  the  worker  that  such  action  on  his  part 
would  jeopardize  his  claim  for  cash  payments. 
.   .  .  The  union  faces  difficulties  in  encouraging  a  partially  disabled 
worker  receiving  weekly  benefits  to  undergo  rehabiHtation  in  a 
state  which  does  not  provide  maintenance  benefits  when  such 
action  would  result  in  a  cut  or  elimination  of  income  which  would 
create  serious  family  hardships. 
.   .  .  The  union  can't  talk  about  the  importance  of  an  early  start  in 
rehabiHtation  to  the  injured  worker  who  is  in  a  disturbed  or 
depressed  state  of  mind  because  he  can't  pay  his  rent  or  grocery 
bills  due  to  long  delays  or  inadequacies  in  benefit  payments. 
These  are  but  a  few  of  the  many  types  of  practical  difficulties  that 
face  labor  unions  which  try  to  encourage  and  help  the  occupationally  in- 
jured workers  obtain  needed  rehabilitation  services.  In  addition,  unions 
cannot  overlook  the  fact  that  an  insecure  man  who  is  full  of  resentments 
and  frustrations  engendered  by  the  legalisms  and  uncertainties  which  to- 
day generally  dominate  the  program  may  not  be  a  good  prospect  for  re- 
habilitation.   Unions  cannot  overlook  the  effects  on  the  injured  worker 
of  claims  procedures  which  involve  built-in  conflicts  between  indemnity 
rights  and  rehabilitation  possibilities. 

Workmen^s  Compensation  Cases  in  Perspective:  In  providing  help  to 
the  occupationally  disabled,  labor  unions  are  aware  that  such  cases 
represent  only  about  5%  of  the  total  problem  of  disability.  Many  other 
union  members  and  their  dependents  can  also  benefit  from  rehabilitation 
services  particularly  those  with  disabilities  resulting  from  chronic  illness 
which  is  by  far  the  largest  cause  of  disablement.  The  Bureau  of  Labor 
Statistics  has  estimated  that  there  may  be  as  many  as  6  million  persons 
of  working  age  who  have  serious  disabilities  which  create  difficulties  in 
getting  proper  jobs.  To  these  must  be  added  the  aged,  the  mentally 
retarded,  and  others  for  whom  regular  employment  is  not  feasible  but 
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who  can  be  helped  to  achieve  a  higher  level  of  independent  living  and 
self  care. 

A  Center  of  Contradictions:  A  labor  union  may  frequently  find  it  ex- 
tremely difficult  to  become  involved  in  a  situation  where  the  injured 
worker  is  already  receiving  aid  and  advice — often  contradictory — from 
many  sources. 

.  .  .  The  company  or  insurance  doctor  who  belittles  the  disability  by 
way  of  beating  down  a  claim  and  the  worker's  own  doctor  or 
attorney  who  exaggerates  the  disability  by  way  of  helping  to 
defend  a  high  cash  award. 
.   .   .  The  attorney  who  pushes  the  worker  toward  a  lump  sum  redemp- 
tion settlement — thus  waiving  his  right  in  many  instances  to  free 
medical  care  and  other  benefits,  thereby  denying  the  worker's 
primary  need  for  complete  medical  rehabilitation,  referral  for 
vocational  rehabilitation  services,  and  compensation  during  the 
period  of  his  disability  and  rehabilitation. 
The  injured  worker  is  naturally  anxious  to  avoid  any  action  which 
might  jeopardize  his  claim  for  weekly  compensation  payments  and  may 
have  real  anxieties  about  how  a  rehabilitation  referral  might  affect  his 
claim.  It  is  understandable  that  a  worker — particularly  when  he  is  in 
financial  distress — will  choose  to  give  a  higher  priority  to  cash  benefits 
to  provide  for  the  daily  living  expenses  of  his  family  now  over  the  uncer- 
tainty of  what  rehabilitation  might  do  for  him  in  the  future.  Many 
injured  workers  have  preferred  to  defer  rehabilitation  until  they  were 
assured  of  compensation  payonents  and  then  only  if  there  were  clear 
assurances  that  they  would  not  suffer  a  cut  or  elimination  of  income  in 
the  process  of  rehabilitation.  Admittedly,  these  are  touchy  questions,  but 
since  they  are  frequently  in  the  picture  they  cannot  be  ignored  by  a 
labor  union  called  upon  for  advice  by  a  union  member  seeking  help 
with  his  compensation  problems. 

Legal  and  Vocational  Needs:  It  is  short-sighted  to  take  the  view  that  a 
workmen's  compensation  case  constitutes  solely  a  legal  problem  and  that 
all  an  injured  worker  needs  is  a  good  lawyer  to  handle  his  case.  Unfor- 
tunately, there  are  far  too  many  examples  of  injured  workers  who  win 
their  legal  battles,  gain  the  sought-after  lump  sum  settlements,  use  up 
such  funds,  but  then  spend  the  rest  of  their  fives  with  a  crippling  disa- 
bifity  which  could  have  been  prevented  or  lessened  through  early  and 
proper  medical  and  rehabifitation  services.  The  injured  worker  should, 
of  course,  be  given  whatever  legal  help  he  needs. 

However,  just  as  he  has  a  right  to  know  how  a  lawyer  can  help 
him,  he  has  at  least  an  equally  important  right  to  know  what  full 
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restorative  medical  care  and  rehabilitation  services  can  do  for 
him  to  avoid  a  life  of  invalidism  and  dependency. 
He  is  also  entitled  to  know  that  for  some  conditions  irreparable 
damage  is  certain  to  be  the  consequence  of  a  decision  to  delay 
rehabilitation  until  after  a  cash  award  is  obtained. 
In  other  words,  unless  the  injured  worker  knows  what  rehabihtation 
has  to  offer  him,  he  is  actually  being  denied  vital  information  to  which 
he  is  entitled.  Without  such  information,  he  may  fail  to  seek  and  obtain 
medical  and  rehabihtation  services  which  can  minimize  his  loss,  dis- 
figurement or  disability  and  which  can  help  restore  him  to  gainful  em- 
ployment at  his  highest  attainable  skill. 

Improved  Counseling  Service:  One  of  the  greatest  needs  is  for  better 
provision  for  counseling  of  injured  workers  by  trained  professional  per- 
sonnel with  no  actual  or  potential  financial  interest  in  the  case.  Injured 
workers  are  too  often  overwhelmed  by  the  confusing  array  of  financial, 
legal,  medical,  social  and  vocational  problems  which  they  must  face.  It 
is  very  important  that  union  counselors,  shop  stewards,  and  other  union 
personnel  upon  whom  an  injured  worker  may  call  for  help  should  be 
sensitive  in  recognizing  those  situations  which  they  are  not  equipped  to 
handle  but  which  call  for  professional  personnel  trained  in  counseling  or 
case  work.  Professional  counseling  service  in  workmen's  compensation 
cases  could  benefit  the  injured  worker  in  many  ways,  such  as  the  follow- 
ing: 

.  .  .  He  could  be  advised  of  all  his  rights  under  the  workmen's  com- 
pensation law  and  how  to  obtain  them. 

...  He  could  be  advised  about  the  availability  of  financial  help  from 
other  programs  such  as  benefits  under  the  disabihty  provisions  of 
the  Social  Security  Act,  and  cash  and  medical  benefits  under 
pubHc  assistance  programs. 

.  .  .  He  could  be  advised  as  to  how  rehabilitation  services  might  help 
him,  and  he  could  be  referred  for  vocational  rehabilitation 
services. 

.   .   .   He  could  be  given  help  with  emotional  problems. 

Above  all,  a  trained  professional  counselor  could  be  helpful  to  the 
injured  worker  to  the  extent  that  he  could  coordinate  the  various  agencies 
which  come  in  contact  with  the  worker  and  his  family.  Such  counseHng 
service  should  be  made  avadlable  to  all  injured  workers  who  require  and 
want  it.  It  is  recognized  that  some  workmen's  compensation  jurisdictions 
are  making  efforts  to  serve  this  function  but  there  are  as  yet  no  instances 
where  it  is  being  performed  adequately.  The  need  for  better  information 
and  counseling  for  injured  workers  stands  out  as  one  of  the  most  urgent 
unsolved  problems  in  workmen's  compensation. 
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Understanding  Workmen's  Compensation  and  Rehabilitation 

Labor  unions  frequently  can  assist  members  who  suffer  occupational 
injuries  and  disease  in  obtaining  the  maximum  advantage  of  medical 
and  rehabilitation  benefits  available  under  their  state  workmen's  com- 
pensation laws.  Since  each  state  determines  for  itself  what  sort  of  work- 
men's compensation  law  it  shall  have,  the  extent  to  which  medical  and 
rehabilitation  services  are  available  in  any  particular  state  will  depend 
not  only  upon  the  legal  provisions  but  also  upon  the  interest  and  intelH- 
gence  of  administration,  and  the  extent  of  cooperation  among  all  agencies 
involved  in  the  rehabilitation  process.  Accordingly,  there  are  considerable 
variations  among  the  states  as  to  benefit  standards,  medical  arrangements, 
adjudication  procedures,  and  rehabilitation  provisions,  and  each  labor 
union  must  familiarize  itself  with  those  affecting  its  membership. 

Rehabilitation  Aids  and  Deterrents:  The  personnel  in  a  local  union  seek- 
ing to  help  the  injured  worker  obtain  the  maximum  advantage  of  medi- 
cal and  rehabilitation  benefits  does  well  to  become  familiar  with  those 
provisions  of  state  law  which  serve  either  to  encourage  or  deter  rehabili- 
tation, particularly  the  following : 

Medical  Care:  Recovery  and  prompt  restoration  of  an  injured  work- 
man depends  largely  on  the  medical  care  he  receives.  In  about 
one-third  of  the  states,  however,  the  provision  for  medical  care 
is  Hmited  in  time  or  cost  or  both.  In  about  three-fourths  of  the 
states  the  employee  has  neither  free  choice  of  a  physician  or  a 
medical  panel  from  which  he  may  choose  a  physician.  In  such 
states  the  workers  must  take  their  care  from  physicians  chosen  by 
the  employer  or  by  an  insurance  company  acting  in  behalf  of  the 
employer.  In  virtually  all  states  the  administrative  agency  has  no 
specific  authority  to  see  that  medical  care  is  adequate. 

Rebahilitation:  Less  than  half  the  workmen's  compensation  laws  make 
specific  provision  for  rehabilitation  of  injured  workmen  although 
the  early  referral  of  cases  needing  rehabilitation  is  acknowledged 
as  basic  to  the  most  effective  restoration  of  the  worker.  Although 
special  benefits  to  cover  maintenance,  travel,  and  other  retraining 
expenses  are  generally  acknowledged  to  be  important  in  encourag- 
ing injured  workmen  to  accept  rehabilitation,  only  one-third  of 
the  states  provide  for  special  maintenance  or  other  compensation 
to  facilitate  the  rehabilitation  of  workers. 

Benefits  During  Rehabilitation:  In  some  states,  when  a  partially  dis- 
abled worker  is  requested  to  undergo  rehabilitation,  he  is  actually 
penalized  by  suflfering  a  reduction  in  income.    Assuming  a 
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state  with  a  maximum  $33  weekly  benefit  and  an  injured 
worker  with  pre-accident  earnings  of  $100  a  week  who  is  50% 
disabled  and  returns  to  work  earning  $50.  Under  many  work- 
men's compensation  statutes,  he  would  be  entitled  to  a  weekly 
rate  of  2/3  of  his  loss  of  earnings — not  to  exceed  $33.00  a  week — 
giving  him  a  total  income  of  $83.00.  However,  while  taking 
rehabiUtation,  he  would  lose  his  weekly  earnings  of  $50,  and  un- 
less the  statute  provided  for  additional  allowances  his  total  income 
would  be  his  benefit  of  $33.00  per  week. 

Second-Injury  Funds:  Although  almost  all  state  workmen's  compen- 
sation laws  provide  for  payment  of  a  portion  of  benefits  in 
case  of  second-injury  through  a  second-injury  fund,  most  of  these 
are  limited  to  cases  involving  the  loss  of  an  arm,  leg,  eye,  or  other 
member  of  the  body.  The  worker  who  is  physically  handicapped 
because  of  heart  disease,  silicosis,  epilepsy,  arthritis,  polio,  diabetes, 
back  injury,  or  other  disabiUties  is  not  generally  given  the  protec- 
tion of  these  funds.  The  most  favorable  second-injury  funds  are 
those  which  are  broad  enough  to  cover  all  types  of  permanent 
physical  disability  that  may  constitute  an  obstacle  to  employment. 
The  foregoing  is  by  no  means  intended  as  a  complete  listing  of  pro- 
visions of  state  laws  which  serve  either  to  encourage  or  deter  rehabilita- 
tion.  Of  at  least  equal  importance  are  the  standards  of  benefits, 
completeness  of  coverage,  adequacy  of  appropriations  to  permit  good 
administration  and  the  hiring  of  qualified  personnel  to  provide  injured 
workers  with  the  services  they  need. 

Cooperation  Between  State  Compensation  and 
Vocational  Rehabilitation  Agencies 

In  an  increasing  number  of  states,  working  agreements  are  being 
developed  between  state  workmen's  compensation  and  vocational  re- 
habiUtation agencies.  Such  cooperative  agreements  have  as  their  general 
objective  the  early  recognition  of  rehabilitable  cases  and  their  prompt 
referral  for  medical  and  vocational  rehabilitation  services.  Vocational 
rehabiUtation  agencies  seek  to  develop  greater  cooperation  and  coordina- 
tion with  respect  to  workmen's  compensation  cases  in  such  ways  as  the 
f  oUowing : 

.  .  .  Use  of  periodic  conferences  with  industrial  commissions  for  an 
interchange  of  information  on  program  developments  having  a 
bearing  on  rehabilitation  services  for  the  injured. 

.  .  .  Use  of  a  rehabiUtation  counselor  to  review  with  the  compensa- 
tion staff  aU  reports  of  accidents  which  might  result  in  permanent 
disabiUty. 
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.  .  .  Use  of  joint  conferences  of  rehabilitation  workers  with  referees 
and  others  in  a  position  to  help  recognize  potential  rehabilitation 
cases. 

.  .  .  Use  of  the  rehabilitation  staff  to  examine  workmen's  compensa- 
tion records  from  which  the  rehabilitation  agency  can  do  its  own 
screening  and  selection  of  cases  for  rehabilitation. 
.   .   .  Use  of  rehabilitation  centers,  adjustment  centers,  and  sheltered 
employment  facilities  for  servicing  workmen's  compensation  cases. 
.   .  .  Use  of  the  trained  rehabilitation  staff  to  assist  industrial  commis- 
sions in  setting  up  arrangements  for  the  screening  of  cases  to  be 
referred  and  for  making  referrals  for  vocational  rehabilitation  as 
soon  after  the  injury  as  possible. 
.  .  .  Use  of  rehabilitation  counselors  for  an  early  interview  with  the 
seriously  injured  to  explain  to  them  the  medical  and  rehabilitation 
services  which  are  available  to  them. 
.  .  .  Use  of  the  workmen's  compensation  personnel  in  the  development 
of  a  formal  system  of  reporting  to  the  state  vocational  rehabilita- 
tion agency  wherein  the  insurance  carrier,  state  funds,  and  the 
self-insured  employer  report  certain  categories  of  injuries  that  are 
likely  to  cause  severe  permanent  disabilities  and  also  report  all 
claimants  whose  injuries  have  prevented  them  from  returning  to 
suitable  employment  at  some  specific  period  of  time  after  injury. 
Such  arrangements  as  these  recognize  that  a  report  of  injury  to  the 
workmen's  compensation  commission  is  one  of  the  earliest  signals  of  the 
existence  of  a  possible  rehabilitation  case.  Those  workers  whose  injuries 
are  such  that  they  are  expected  to  have  difficulty  in  returning  to  their 
former  employment  should  be  a  primary  concern.  In  such  cases  the 
objective  of  the  arrangements  is  to  have  referrals  made  promptly  so  that 
the  injured  worker  might  have  the  advantages  of  an  early  start  in  the 
rehabiUtation  services  he  needs.  Additional  experimentation  with  various 
possible  approaches,  as  well  as  evaluation  of  the  results  of  such  coopera- 
tive arrangements  should  be  undertaken. 

Guidelines  for  Action 

V  At  the  national  level,  representatives  of  organized  labor,  medicine, 
compensation  administrators  and  others  closely  associated  with  the 
workmen's  compensation  system  have  formulated  principles  to  be 
incorporated  into  state  laws  for  implementing  a  proper  rehabilitation 
program.  In  each  state,  a  study  committee  broadly  representative  of 
all  groups  which  are  in  general  agreement  as  to  such  principles  should 
be  formed  to  issue  a  report  comparing  its  state  law  with  these  recom- 
mended principles  and  standards  and  to  identify  existing  gaps  or 
inadequacies. 
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V  In  each  state,  organizations  working  for  improved  rehabilitation  pro- 
grams under  the  workmen's  compensation  system  should  seek  to 
develop  better  Hnes  of  communications  and  methods  of  cooperative 
action.  Such  cooperative  efforts  might  take  one  or  more  of  the  follow- 
ing forms: 

.  .  .  An  annual  meeting  at  which  each  organization  would  explain 
its  legislative  objectives  for  the  next  session  of  the  state  legis- 
lature. 

.  .  .  Joint  informal  meetings  during  the  legislative  session  for  an 
exchange  of  information  as  to  progress  on  legislative  objectives. 

.  .  .  Joint  or  coordinated  presentation  of  testimony  to  legislative 
committees. 

...  A  simple  exchange  of  legislative  newsletters,  bulletins  and 
similar  literature. 

V  Action  is  needed  in  all  states  for  improved  informational  and  counsel- 
ing services  by  trained  professional  personnel  who  can  provide  the 
injured  worker  with  information  about  his  rights  and  opportunities 
for  rehabilitation  services. 

V  Action  is  needed  in  all  states  for  a  better  system  of  reporting  to  the 
state  vocational  rehabilitation  agency  of  ( 1 )  all  workers  whose  occu- 
pational disabilities  have  prevented  them  from  returning  to  suit- 
able employment  after  some  specific  period  of  time  after  injury,  and 
(2)  those  categories  of  occupational  injuries  and  illnesses  that  are 
likely  to  cause  severe  permanent  disabilities. 

V  Better  public  information  programs  are  needed  to  provide  information 
to  labor  unions,  doctors,  lawyers,  employers  and  others  concerning 
the  vocational  rehabilitation  services  that  are  available  to  the  injured 
worker,  emphasizing  that  such  services  are  not  related  to  any  benefits 
to  which  the  worker  might  be  entitled  under  workmen's  compensa- 
tion laws. 

V  State  organizations  seeking  an  increased  rehabilitation  emphasis  in 
workmen's  compensation  programs  should  give  consideration  to  what 
is  necessary  to  strengthen  the  state  workmen's  compensation  agency 
with  the  statutory  authority,  qualified  personnel,  appropriations,  and 
administrative  arrangements  to  rehabilitate  the  occupationally  dis- 
abled. 

V  Training  programs  sponsored  by  organized  labor  should  highlight 
those  impairments  for  which  early  rehabilitation  services  are  im- 
portant and  how  the  injured  worker  can  best  obtain  rehabilitation 
services  which  can  minimize  his  disability  and  restore  him  to  gainful 
employment  at  his  highest  attainable  skill. 

V  Evaluative  studies  are  needed  to  measure  the  relative  effectiveness  of 
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various  types  of  cooperative  working  agreements  between  workmen's 
compensation  and  vocational  rehabilitation  agencies. 
V  A  National  Conference  on  Rehabilitation  and  Workmen's  Compen- 
sation should  be  held  periodically  at  which  policy-level  personnel 
from  national  organizations  interested  in  increasing  the  rehabilitation 
emphasis  in  workmen's  compensation  programs  can  meet  to  consider 
ways  of  working  together  to  achieve  common  objectives. 
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APPENDIX 


REHABILITATION  DEFINITIONS  AND  NOTES 

Disability 

A  disability  is  a  condition  of  impairment,  physical  or  mental,  whether 
congenital  or  acquired  by  accident,  injury  or  disease  which  totally  or 
partially  incapacitates  an  individual. 

Handicapped  Person 

A  handicapped  person  is  one  who  because  of  the  existence  of  a  di*- 
abiUty  is  hampered  in  attaining  the  fullest  physical,  mental,  social,  voca- 
tional and  economic  usefulness  of  which  he  is  capable. 

Rehabilitation 

The  definition  of  the  term  "rehabilitation"  issued  by  the  National 
Council  on  Rehabilitation  in  1947  is  still  widely  accepted: 

* 'Rehabilitation  is  the  process  of  restoring  the  handicapped  indi- 
vidual to  the  fullest  physical,  mental,  social,  vocational  and  eco- 
nomic usefulness  of  which  he  is  capable." 
This  definition  contemplates  a  process  of  helping  each  individual  to 
reach  the  highest  capacity  for  usefulness  of  which  he  is  capable.  Just  as 
there  is  a  tremendous  \'ariation  in  the  degree  of  complexity  of  the  indi- 
vidual case  requiring  rehabilitation,  so  too  will  there  be  great  variations 
in  the  rehabilitation  services  required. 

.  .  .  Many  cases  can  be  rehabilitated  through  the  services  of  their 
physicians  with  assistance  from  a  hospital. 

,  .  .  Some  simple  cases  might  require  only  a  few  services  such  as  physi- 
cal therapy  or  speech  therapy. 

.  .  .  Severe  cases  of  multiple  disabihty  can  benefit  from  the  wide  range 
of  comprehensive  services  provided  in  a  rehabilitation  center. 

The  goals  of  rehabilitation  will  likewise  vary  from  individual  to  indi- 

sidual,  depending  on  his  particular  needs. 

...  In  one  case,  the  disabihty  might  be  eliminated  and  the  individual 
completely  restored  to  his  previous  state  of  usefulness. 

,  .  .  In  another  case  where  the  disabihty  will  prevent  return  to  his 
former  job,  physical  restoration  services  may  be  necessary  includ- 
ing help  to  achieve  a  maximum  adjustment  to  the  remaining 
disability  and  training  to  enter  a  new  occupation. 

.  .  .  For  the  large  categories  of  cases  where  regular  employment  is  not 
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a  feasible  goal,  rehabilitation  services  may  be  directed  to  other 
goals  such  as — 

1.  Independent  living  for  those  severely  handicapped  people 
who  can  be  helped  to  achieve  a  measure  of  independence  in 
the  activities  of  daily  living  and  self-care. 

2.  Limited  employment  opportunities  in  sheltered  or  homebound 
employment. 

Rehabilitation  Services  Provided  in  Rehabilitation  Centers 

Rehabilitation  Center 

A  rehabilitation  center  is  a  facility  which  is  operated  for  the  primary 
purpose  of  assisting  in  the  rehabilitation  of  handicapped  and  disabled 
persons  through  an  integrated  program  of  medicine,  psychological,  social, 
and  vocational  evaluation  and  services  under  competent  professional 
supervision. 

There  are  approximately  100  rehabilitation  centers  in  the  United 
States,  and  while  they  have  many  characteristics  in  common,  there  are 
considerable  variations  as  to  program,  setting,  philosophy,  emphasis  and 
size.  One  of  the  fundamental  qualities  of  a  rehabilitation  center  is  its 
ability  to  furnish  a  concentration  of  services  within  the  rehabilitation 
process  in  a  coordinated  and  integrated  manner  to  meet  the  particular 
needs  of  the  individual  patient.  Mr.  Henry  Redkey,  Chief  of  the  Re- 
habilitation Facilities  Branch  of  the  Office  of  Vocational  Rehabilitation, 
has  presented  a  helpful  classification  of  various  types  of  rehabilitation 
centers  which,  he  points  out,  are  not  entirely  mutually  exclusive.  The 
following  summarizes  his  descriptions  of  some  of  these  classes: 

The  Treatment  Center:  These  are  usually  very  small  and  most  often 
have  a  narrow  range  of  services — most  frequently  limited  to  orthopedic 
cases.  They  frequently  begin  with  only  physical  and  occupational  therapy 
services  and  do  work  on  the  prescription  of  referring  physicians  only. 
Examples  of  such  treatment  centers  are  the  many  sponsored  by  the 
National  Society  for  Crippled  Children  and  Adults. 

The  Medical  Rehabilitation  Center:  These  are  generally  located  in  a 
hospital  or  medical  school  and,  for  the  most  part  are  an  expression  of 
the  increasing  importance  attributed  to  the  new  medical  specialty  of 
physical  medicine.  Their  greatest  contribution  has  been  in  physical  res- 
toration, particularly  with  the  severely  disabled  such  as  paraplegics  and 
hemiplegics,  and  generally  emphasize  very  early  introduction  of  rehabili- 
tation procedures  in  medical  care.  They  are  being  encouraged  by  leaders 
in  the  group  to  become  sufficiently  comprehensive  to  have  enough  services 


65 


in  the  psychological,  social  and  vocational  areas  to  identify  the  patient's 
problems  so  that  planning  for  transfer  to  other  types  of  centers  will  in- 
crease. An  example  of  this  type  is  The  Institute  of  Physical  Medicine 
and  Rehabilitation,  New  York  City. 

The  Community  Center:  These  are  of  several  varieties  and  are  operated 
by  nonprofit  corporations.  Most  of  them  offer  a  fairly  wide  range  of 
services  and  are  giving  increasing  attention  to  psychological,  social,  and 
to  some  extent,  vocational  programs.  They  are  often  outpatient  centers 
and  there  is  a  trend  for  increasing  medical  direction.  Most  frequent 
objection  to  them  as  a  class  is  that  they  still  concentrate  too  much  on 
orthopedic  disabilities  which  might  be  better  served  in  medical  centers 
and  that  because  many  are  organized  on  an  outpatient  basis,  they  cannot 
start  rehabilitation  procedures  early  enough.  An  example  of  this  type 
is  the  Rehabilitation  Institute  of  Chicago. 

State  Vocational  Rehabilitation  Centers:  A  study  made  last  year  revealed 
that  39  state  vocational  rehabilitation  agencies  operate  a  total  of  67 
rehabilitation  facilities  and  workshops.  Of  these  67  facilities,  44  are 
Avorkshops  and  facilities  for  the  blind,  6  are  single-disability  facilities 
(e.g.,  for  mentally  retarded,  blind,  or  deaf),  and  17  are  multi-disability 
facilities.  It  should  be  noted  that  in  the  last  decade,  there  has  been  an 
increasing  interest  in  multi-disability  rehabilitation  centers  on  the  part  of 
state  vocational  rehabilitation  agencies.  The  Woodrow  Wilson  Center 
established  in  1945  in  Virginia  is  the  prototype  of  this  group.  Centers 
have  been  established  in  Pennsylvania,  Oklahoma,  West  Virginia,  and 
Iowa,  and  other  states  have  plans  in  the  making.  The  programs  of  such 
centers  are  geared  to  meet  the  needs  of  state  vocational  rehabilitation 
clients  and  generally  emphasize  the  use  of  vocational  shops  for  evaluation, 
adjustment,  and  training  of  clients. 

Sheltered  Workshops  as  Centers:  The  dividing  line  between  rehabilitation 
centers  and  sheltered  workshops  tends  to  disappear  as  the  centers  add 
shops  to  their  programs  and  shops  add  medical,  social  and  psychological 
services  and  discard  their  earlier  emphasis  on  terminal  employment. 
There  is  an  increasing  emphasis  in  sheltered  workshops  on  developing 
work  tolerance,  work  habits  and  eventual  gradation  to  outside  employ- 
ment. Goodwill  Industries  facilities  are  probably  the  best  known  of  this 
type. 

The  Single  Disability  Center:  The  most  common  single  disabihty  centers 
are  those  for  the  blind.  They  have  little  or  no  medical  element  except 
psychiatric,  and  their  chief  emphasis  is  on  adjustment  to  blindness. 
Single  disabihty  centers  for  speech  and  hearing  disabilities  are  becoming 
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more  common,  and  there  are  scattered  efforts  to  build  centers  for  the 
cerebral  palsied,  mental  patients,  and  mentally  retarded. 

As  has  been  noted  above,  there  are  considerable  variations  among 
rehabiUtation  centers,  as  to  the  types  of  services  rendered.  The  following 
definitions  which  appear  in  the  Office  of  Vocational  Rehabilitation  pub- 
lication entitled  "Rehabilitation  Centers  Today"  describe  in  very  general 
terms  the  various  services  offered  in  centers. 

Medical  Services  Defined 

Most  centers  began  as  medical  facilities  and  these  are  generally  the 
best  developed  area  of  service. 

Physical  and  Medical  Evaluation:  The  actual  examination  of  the  patient 
and  review  of  his  medical  needs,  with  special  reference  to  the  disabling 
condition,  confirmation  of  the  diagnosis,  and  the  prognosis  for  physical 
restoration. 

Medical  Consultation:  The  availability,  on  call,  of  appropriate  medical 
speciaHsts  for  consultation  with  medical  personnel  of  the  center  on 
specific  cases. 

Psychiatric  Screening:  Examination  by  a  psychiatrist  to  determine 
whether  there  is  mental  and/or  emotional  envolvement  affecting  the  re- 
habilitation program  and,  if  there  is,  to  recommend  how  these  problems 
should  be  handled  in  relation  to  the  patient's  rehabilitation  program. 

Medical  Supervision:  Actual  oversight  and  control  on  the  premises  of  all 
medical  aspects  of  the  rehabilitation  program,  by  a  physician  licensed  to 
practice  medicine  or  surgery.  Includes  prescription  for  medical  services 
and  the  direction  of  medical  therapies  such  as  physical  and  occupational 
therapy.  Some  few  centers  permit  such  supervision  by  a  prescribing 
physician  who  is  in  the  community  but  not  on  the  premises. 

Physical  Therapy:  The  administration  of  medically  prescribed  activities 
and  procedures  utilizing  the  restoration  properties  of  physical  agents  and 
exercises  to  correct  or  alleviate  disabilities  resulting  from  neuromuscular 
or  orthopedic  dysfuntion,  in  order  to  develop  the  patient's  functional 
capacities  to  the  greatest  degree  possible.  Performed  by  registered  physi- 
cal therapists. 

Occupational  Therapy:  The  administration  of  medically  prescribed  ac- 
tivities utilizing  creative,  manual,  and  industrial  arts,  media,  and  tech- 
niques, designed  to  assist  in  the  physical  and  mental  restoration  of  dis- 
abled persons.  Performed  by  registered  occupational  therapists. 

Speech  Therapy:  The  instruction  and  supervision  of  patients  in  exercises 
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designed  to  help  them  overcome  deficiencies  in  speech  resulting  from  any 
type  of  disability.  This  may  include  speech  pathology  for  the  diagnosis 
of  speech  disorders.  Usually  practiced  by  trained  therapists  and  some- 
times, but  not  always,  under  medical  supervision. 

Aud'iologicai:  The  service  of  audiologists  in  diagnosing  and  treating  de- 
ficiencies in  hearing  and  the  results  thereof,  including  the  prescription  of 
prostheses,  hp-reading,  auditory  training,  and  speech  correction  and 
development. 

Recreational  Therapy:  Activity  of  a  recreational  type,  under  medical 
supervision,  intended  to  benefit  the  patient  physically,  socially,  or  emo- 
tionally. 

Psychiatric  Treatment:  The  services  of  a  psychiatrist  or  services  prescribed 
by  him  and  performed  by  psychologists  and  psychiatric  social  workers 
for  the  purpose  of  improving  the  disabled  person's  mental  or  emotional 
health  and  susceptibility  to  other  rehabihtation  procedures. 

Nursing:  The  care  of  patients  requiring  assistance  in  performing  demands 
of  daily  Hving  and  in  carry^ing  out  the  physician's  orders  for  his  medical 
treatment,  including  bedside  nursing.  Often  performed  by  both  registered 
and  practical  nurses,  but  always  under  medical  supervision.  In  some 
instances,  performed  by  nurses  with  special  training  in  rehabilitation 
nursing. 

Prosthetics:  The  measuring  for  and  fitting  of  prosthetic  devices,  such  as 
limbs  and  braces,  by  trained  prosthetists  under  medical  supervision. 
Some,  but  not  all,  prosthetists  in  centers  are  certified.  May  include  in 
some  instances  the  manufacture  of  such  devices. 

Psychological  and  Social  Services 

Psychological  and  social  services  came  later  than  medical  services  in 
the  development  of  centers  and  their  contribution  is  still  being  refined. 
They  are  closely  related  in  function  and  also  serve  as  a  very  important 
bridge  between  medical  services  on  the  one  hand  and  vocational  services 
on  the  other. 

Psychological  Evaluation:  The  service  of  a  psychologist  in  testing  and 
evaluating  skills,  aptitudes,  interests,  and  other  psychological  factors  in 
making  an  estimate  of  the  disabled  persons'  rehabilitation  potential. 

Personal  Adjustment  Counseling:  The  service  of  a  psychologist  in  helping 
a  disabled  person  to  understand,  accept,  and  remedy  conditions  or  atti- 
tudes which  interfere  with  his  rehabihtation.  Performed  in  consultation 
with  or  under  supervision  of  a  psychiatrist. 
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Group  Therapy:  The  practice  of  counseling  with  several  individuals  at 
one  time  to  improve  their  functioning  in  rehabilitation,  with  the  purpose 
of  taking  advantage  of  group  interaction. 

Socio/  Evaluafson:  The  collection  of  information  of  a  social  nature  from 
the  disabled  person,  his  family,  and  others,  and  the  appraisal  of  such 
information  to  draw  conclusions  regarding  the  disabled  person's  rehabih- 
tation  potential. 

Socio/  Casework:  The  process  of  working  with  individuals  to  facilitate 
their  rehabilitation  through  solution  or  amelioration  of  problems  growing 
out  of  their  relationships  to  others,  particularly  those  most  influential  in 
their  social  environment.  Practiced  in  centers  by  trained  social  workers, 
often  medical  social  workers,  and  sometimes  by  psychiatric  social  workers. 

Socio/  Group  Work:  The  practice  of  using  planned  group  activities  for 
the  purpose  of  furthering  social  adjustment.  Sometimes  practiced  in 
centers  by  trained  social  group  workers  and  sometimes  not. 

Recreation,  Non-Medical:  The  provision  of  recreational  and  diversional 
activities  for  the  constructive  use  of  leisure  time  to  build  morale,  to 
measure  socialization,  and  to  introduce  or  reintroduce  the  elements  of 
community  living. 

Vocational  Services  Defined 

Vocational  services  are  still  relatively  undeveloped  in  centers,  as  com- 
pared to  the  medical  services.  This  situation  is  gradually  changing  and 
there  is  also  a  trend  toward  the  establishment  of  vocationally  oriented 
centers  with  more  elaborate  vocational  facilities.  The  establishment  of 
increasing  numbers  of  prevocational  units  in  centers  tends  to  bring  up 
the  quality  of  vocational  services  by  providing  a  "clinical"  service  in  the 
vocational  area,  in  some  ways  comparable  to  the  therapies  in  the  medical 
area.  The  same  is  true  in  the  addition  of  sheltered  workshops  and 
definitive  vocational  training  to  center  programs. 

Vocational  Evaluation:  The  process  of  collecting  and  appraising  infor- 
mation on  the  disabled  person's  work  history,  education,  and  physical 
condition  for  the  purpose  of  determining  the  possibilities  of  employment. 
Performed  by  vocational  counselors. 

Vocational  Counseling:  The  process  of  working  with  the  disabled  person 
to  help  him  understand  his  vocational  liabilities  and  assets,  and  the 
supplying  of  occupational  information  for  the  purpose  of  helping  him  to 
choose  an  occupation  suitable  to  his  interests  and  abilities.  Often  prac- 
ticed in  centers  by  rehabilitation  counselors  borrowed  from  the  state 
vocational  rehabilitation  agency. 
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Prevocational  Experience:  The  supplying  of  opportunity  under  super- 
vision for  the  disabled  person  to  work  on  a  variety  of  job  samples  in  a 
simulated  work  atmosphere,  for  the  purpose  of  revealing  aptitudes  and 
interests. 

Spec/a/  Education:  The  supplying,  often  through  cooperation  with  pub- 
Uc  school  officials,  of  schooling  under  regular  teachers  for  school-age 
children  residing  in  the  center  during  prolonged  treatment.  In  some 
instances,  it  may  include  education  of  adults  in  basic  subjects  related  to 
vocational  adjustment. 

Vocational  Training:  Systematic  planned  instruction  to  qualify  the  stu- 
dent for  immediate  employment  in  the  trade  or  occupation  in  which 
training  was  received.  Frequently  rendered  in  close  collaboration  with 
vocational  schools  when  located  adjacent  to  the  center. 

Sheltered  Employment:  The  employment  of  disabled  persons  in  the  cen- 
ter on  productive  work  for  which  wages  are  paid.  Most  often  the  work 
is  done  on  contract  from  industry.  The  purpose  is  to  provide  further 
vocational  evaluation,  to  build  up  desirable  work  habits,  and  eventually 
to  place  the  disabled  person  in  competitive  work  outside. 

Placement:  The  direct  finding  of  jobs  for  disabled  persons.  Also  involves 
in  many  instances  intensified  Haison  with  vocational  rehabilitation  and 
employment  agencies. 
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